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The purpose of this study was to determine the
effectiveness of the Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) program outreach in
four health centers in Fulton County, Georgia.
A total of 200 subjects were randomly selected
among the participants from the four health centers.
Using a descriptive survey design, a questionnaire was
developed, pre-tested, and administered to the
subjects. Responses were statistically analyzed. The
findings were:
1. Although EPSDT program outreach is the linking
pin for the EPSDT program, little emphasis seemed to be
placed on outreach activities. Concerns were only
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placed on screening, diagnosis, and treatment without
noticing the importance of the outreach component of
the program.
2. The rate of broken appointments were high in
all four health centers selected for this study,
3. Records to find out how many appointments were
made and how many were kept were not available.
4. There was substantial evidence of a shortage of
staff to conduct the outreach activities. Out of the
four part-time EPSDT outreach workers for the four
health centers, two worked in rotation to other health
centers from Monday through Wednesday and returned to
their seemingly permanent health center from Thursday
through Friday.
5. There was no transportation of the EPSDT
eligible clients to and from screening facilities or
health centers.
6. Of the four health centers chosen for this
study, only one had babysitting arrangements and these
arrangements were inadequate to accommodate the number
of children that used the center.7.There was an overlapping jurisdiction whereby
agencies that were supposed to inform the EPSDT
eligible clients delayed informing on the expectation
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that the other agency would take the lead. Eventually,
all the agencies ended up not doing what they were
supposed to do.
8. Informing was lower than the federal standard
which stipulated that at least 95 percent of the
eligible clients be informed.
9. Telephone calls were not effectively utilized
in the informing aspect.
10. Personal contact with families to inform them
about EPSDT was more effective than mailing letters.
11. EPSDT workers at each of the four centers did
not know, and did not have any way of knowing, the
number of clients expected each month, nor did the
director of the EPSDT program know the number of
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Health care has been, and still is, a controversial
issue. The controversy seems to stem from belief
patterns, value systems, and ideologies brought into
the health care system during its formative years. At
times, health care administrators generalize about the
present without recognition of the impact of historical
precedents and practices. Moreover, the design and
effectiveness of health care systems are often colored
by phenomena such as those outlined by Emile Durkheim
in his labeling theory. It is not the aim of this
study to engage in the incessant ideological debate;
nevertheless, an historical overview of the early
health care system in tandem with the insights of
labeling theory illuminates the root of health care
controversy. This historical antecedents may then be
used as a yardstick for examining the success and/or
failure of the existing Early Periodic Screening,
Diagnosis and Treatment (EPSDT) Program.
An analysis of the historical precedents of present
day health care systems and the impetus for their
establishment confirms Brightharp's assertion that
2
demands for action on social problems--health,
education, employment, etc. are always followed by
"political damnation" (1973).
In other words, Brightharp contends, political
leaders and government agencies respond to social
problems by setting up new agencies, hiring new staff,
allotting new appropriations, and setting up new
neighborhood health centers, while the old agency
expands its staff and programs. Yet, the problem that
generated this array of activities remains unsolved.
Similarly, it is argued the involvement by both public
and private interest groups in the health care programs
generates complex chains of decisions with innumerable
possibilities for delay, obstructions, and defeat of
effective results (Mechanic, 1978).
For example, infant mortality rates (deaths under
one year of age per 1000 births) are believed to remain
relatively constant in some parts of the U.S. despite
intense efforts to lower them (McCormick, 1985).
The purpose of this study was to determine the
effectiveness of the Early and Periodic Screening,
Diagnosis and Treatment Program Outreach in Fulton
County, Georgia (see Figure 1 ).




between the effectiveness of the EPSDT program outreach
and identification of clients, informing clients of.
programs, and providing support services to clients.
Figure 2 shows the EPSDT Flow Diagram and Figure 3
shows the position of outreach activities as a linking
pin for the EPSDT program.
Background Information
In the early 18th century, before the American
Revolution, hospitals were the main providers of health
care. For instance, Bellevue was established by the
Dutch East India Company in 1658; in 1731, Blockley
Hospital--later Philadelphia General--was established;
Charity Hospital in New Orleans in 1737; Pennsylvania
Hospital in Philadelphia in 1751; Eastern State
Hospital in Williamsburg, Virginia in 1770; New York
Hospital in 1771; the Philadelphia Dispensary in 1786;
and the Boston Dispensary in 1796 (Hawkins and Higgins,
1982). These hospitals were almshouses, poorly
equipped, and established in response to the urgent
need to contain contagious diseases (O'Connor, 1976).
Their locations were primarily in the seaport towns of
New York, Philadelphia, Newport, Rhode Island, and
Charleston, South Carolina, and they were operated only










Source: Manela, R. et al. (1977) Delivering EPSDT Services,
U.S. Dept, of Health, Education & Welfare: Washington, DC.
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Apart from functioning in crisis situations, they
were established as an act of charity by individuals,
some by the colonial government as asylums or
dormitories for the destitute, sick, foundlings,
derelicts, vagrants, and travelers (Illich, 1976;
O'Connor, 1976). They were financed by both the
philanthropic contribution and by patients' fees
(O'Connor, 1976, p. 64). There were problems of
funding, lack of facilities, shortage of manpower, and
very little application of scientific knowledge to
health problems. For instance, before the discovery of
anaesthesia, physicians used loud noise, opium, liquor,
and hypnosis to lessen pain during surgery (p. 68).
Nurses were imported from Europe by the Daughters
of Charity of St. Vincent DePaul, a group of Catholics.
The Protestants churches also imported deaconesses, a
group of trained nurses from Germany, into the United
States to help in the fight against cholera, small pox,
and the healing of wounded soldiers (pp. 67-68).
The paradox in this development was that although
these hospitals were organized to help ease pain and
suffering for the sick and incurables, private interest
groups took advantage of the situation by exploiting
the sick persons. There were no concrete government
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policies regulating the health care system, nor were
there any measures to guard the public against
charlatans and exploiters (Illich, 1976, p. 156).
The lack of government policy initiatives
concerning the administration of the health care system
was due to many factors:
1. The public perception of the sick persons.
During the colonial period and prior to the Civil War,
sick persons were blamed for their inability to
overcome poverty. Sickness was associated with
poverty, and poverty with God’s disfavor (Clinard,
1974; Cockerham, 1982).
2. Health problems were believed to be the
individual or family responsibility.
3. Illness was considered a result of deviant or
undesirable behavior.
People who flocked to the cities in search of
opportunities for wealth often lived in congested
areas, marked by poor sanitation, which then increased
the spread of illness and contagious diseases.
Rosenkrantz, in commenting on the impact of people
coming to the textile mills along the Merrimac River in
Massachusetts, noted that the shift in the society from
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rural to urban setting challenged the standards and
traditions of many families:
While these cities were being established and
growing rapidly, morbidity and mortality ratios
increased faster than the population. But it was
the character of the people who swept into the
seaboard towns and flocked to the factory cities,
much as their numbers, which frustrated traditional
methods of protecting health. The new urban
dwellers, native-born Americans as well as recently
arrived immigrants, adopted habits that seemed to
contradict all accepted standards of cleanliness
and morality. Crowded together in tenements, they
resisted influences that would otherwise have
guided them (1972, pp. 8-9).
About the beginning of the nineteenth century when
it was alleged that yellow fever was imported by the
Irish Immigrants who fled their country as a result of
the Irish potato famine of 1846 into New York City, two
health theories emerged. These were the contagionist
and the anti-contagionist theories (Rosenkrantz, 1972,
p. 2). The contagionists believed that all diseases
were infectious; whereas, the anti-contagionists argued
that while some diseases were communicable, that is.
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infectious, the notion that all were communicable was
inaccurate. These theories were debated far and wide
among physicians and laymen.
Finally, and on the side of the anti-contagionists,
Noah Webster (as reported in Rosenkrantz) contended
that:
these are vulgar tales that disgrace this age of
science and philosophy; not that diseases of a
certain kind are not infectious, but I would
severely reprobate the disposition of men to trace
all evils of life to a foreign source when the
sources are in their own country, their own homes,
and their own bosoms, (p. 2)
Eventually, the bigotry against foreigners was
revealed, as the etiology of the diseases in question
was discovered to be within the U.S. soil. The First
State Board of Health in the United States in
Massachusetts in 1869 was formed to be based on a
"comprehensive program to prevent unnecessary mortality
from all causes (Rosenkrantz, 1972, p. 1). Yet, the
public health measures were restrictive, responding
only to specific disastrous episodes. In other words,
there was no long-range plan for continuity.
Through its development in the nineteenth century,
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the American health care system became more complex.
Those persons who could pay for their health care were
largely separated from the poor. In addition, major
changes in hospital architecture and advances in
medical science greatly improved health care services
(O'Connor, 1976, p. 71). However, innovations in the
health care system gave rise to escalation of health
care costs to the extent that the higher the cost, the
larger the number of persons excluded from services
since some people could not afford to pay for health
care services themselves. Hawkins and Higgings (1982)
confirmed that:
The health care system, as we know in this country,
began with private physicians, teachers, the
religious, and midwives. The community became
involved to protect itself from the poor, the ill,
and the insane--thus, the building of almshouses
and asylums. Next, the Federal government became
involved, first with the well being of its merchant
seamen upon whom the colonies were so dependent,
and then by assuming responsibility for health
screening of immigrants. Finally, in the
nineteenth century, the state came into the health
arena, thus designing a health care system which
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evolved from need rather than from a blueprint.
(p. 14)
This controversy persists to date, particularly at
these times of growing public awareness of and concern
for the Federal Government's role in either promoting
or limiting health and human service programs, the
ramifications of professional rivalry, and the
escalating health care costs (Jones and Nickerson,
1986).
The exclusion of those who could not pay for health
care services, however, prompted the federal and state
governments to institute the Medicare and Medicaid
programs in 1965 (Friedman, 1977). Medicare
(Title XVIII of the Social Security Amendment) was the
federally financed program providing uniform medical
benefits for the aged sixty-five years old or over
covered by the social security retirement program
(Mechanic, 1978, p. 496; Hawkins & Higgins, 1982, pp.
100-101; Friedman, 1977, p. 51). Because of the
attacks by the Medicare opponents for failing to cover
those persons younger than sixty-five years of age,
Medicaid (Title XIX of the Social Security Amendment)
was created as ammunition against the opponents. It
was the federal-state shared approach to pay for
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comprehensive medical care and to provide other health
benefits and aid to persons or families with dependent
children, the blind, the totally and permanently
disabled, and lower income familes. Soon after its
enactment, Medicaid is noted to have been one of the
prickliest legislative cactus patches ever created in
the United States Public Law 89-97 of the Social
Security Amendments of 1965 (p. 51). Within one year
of its inception, the participating states that were
supposed to provide comprehensive health care benefits
to the poor and indigent complained that they could not
make further payment due to insufficient funds to
continue the programs (p. 51).
As a proof of such complaints, in Florida
twenty-seven hospitals rejected Stephanie Marie
McElrath, a twenty-five week old, premature, one pound,
twelve ounce girl, from their hospitals. The apparent
reasons for the rejection were that she was not worth
the cost, coupled with the fact that the parents did
not have insurance (Witherspoon, 1981). Although
dissimilar to the incident mentioned above, many states
adopted more stringent measures in providing health
care for those on welfare in their communities. For
example, the Denver Department of Health slashed health
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services by laying off 250 employees in an effort to
reduce its operating costs by $10 million in June of
1981 (Dillard, 1981). Moreover, conservatives and
liberals in the United States are believed to have been
deeply divided over the question of what role the
government should play in providing health care to
citizens (Champagne, 1984).
Against such historical background emerged the
EPSDT in 1968 as a hybrid child of Medicaid through an
Amendment to Title XIX of the Social Security Act
(Folz, 1982); however, with a different political
philosophy which marked government involvement in child
care (p. 13). Table 1 shows the twentieth century
mileposts of the U.S. health care system.
Theoretical Framework
The theoretical basis of this study is the labeling
theory. This theory was first propounded by Emile
Durkheim, a French sociologist whose overriding concern
was the problem of social order. He pointed out that
in social life, there are "special facts" that are
inexplicable in terms of physical or psychological
analysis such as ways of acting, thinking, and feeling
external to the individual and endowed with a power of
Table I
IV^ntieCh Century Mlleposta £ac the U.S. Health
Care System
1910 Ihe Flexner Report condenned the general educatlcxial
syacem and caused many medical schools to reform.
1913 Ihe Aserlcan College of Surgeons (ACS) was formed to
finrcher a more structured examination of their medical
practices by physicians.
191S ACS Initiated the first national hospital
standardization program.
1929 The first Blue Cross Plan was established at Baylor
Uilverslty, Dallas. The plan had two basic objectives:
(1) to assist the university hospital with problems It
had in Its accounts receivable and (2) to assist the
potential patient by spreading the financial risk for
medical services.
1933 The report of the privately financed Ccmnittee on the
Cost of h^lcal Care Inclu^ proposals for prepayment
of health care aervlcea and called for areawide planning.
1934 Thu first graduate degree program In hospital
administration at the university level began at the
Ihlverslty of Chicago.
1935 Health provisions of the Social Security Act ltu:luded
grants-ln-ald to states for aatemal and child health
and welfare services aitd public health services for the
entire comiunlty.
194b (hngress, recognizing the problem of shortages In health
care serHces, enacted the Hospital Survey and
(instruction Act (Hill-Burton Act, P.L. 79-725) to
provide monies to states for new hospital facilities.
1952 The Joint Commission on Accredltaticxi of Hospitals
(JCAH) was established. (It Is now sponsored by the
American Hospital Association, the American Hidical
Association, the American (illege of Riyslclans, and the
Aserican Ciilege of Surgeocu.)
1954 The Hlll-Burtcx> Act was amended to expand the scx>pe of
tlie program to Include nursing homes, rehabllltatlcxi
facilities, chronic diseases facilities, and diagnostic
or treatment centers.
1964 The Hill-Burton Act was amended to set aside monies for
modernization and replacement of facilities.
1965 Medicare and Medicaid were created by passage of P.L.
89-97.
1965 Passage of P.L. 89-239, which nanded the Pihllc Health
Service Act, grew out of the President's (ionlsslon on
Heart Disease, Cancer, and Stroke. The (imslsslon
recoomended tha establishment of a nationwide netvfork of
regional medical prograouj (BHPa).
1966 The Comprehensive Health Planning Act, P.L. 89-749, waa
passed to promote ccmpreliensive planning for health
services, manpower, arul facilities.
1972 Congress adopted the Professional Standards Review
Organization (FSKD, P. L. 92-603) program. The FSRO
amendment Co Che Social Security Act ensurea continued
pihllc and government focus upon tire quality of health
care being delivered In the lilted States.
1973 The Health Maintenance Organization (Ht)) Act (P.L.
93-222) audiorlzed $375 million over a five-year period
foe grants, loans, and loan guarantees for foaslblllcy
aCudles, developo^t studies, and Initial operations for
new or existing IliOs.
1975 Passage of the National Health Planning and Resources
Development Act (P.L. 93-641) la certaLi to be an
Important step toward enactment of a national health
insurance program In Che Ihlted States. '
Source: Hospitals, (1971, January 1). Journal of American-
llospltal Association, 50. p. 71.
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coercion over him or her. Examples of these are:
maxims of public morality, family and religious
observances, and rules of professional behavior.
Since society is ordered by norms that are usually
unnoticed because they are taken for granted, he urged
sociologists to concentrate on cases where these norms
are broken in order to see what they are and what
forces act to uphold them. From this postulate emerged
the labeling theory as the first element of the new
approach to become popular in sociology (Collins 8t
Makowsky, 1978, pp. 225-226).
According to this theory, deviant behavior is to be
seen not simply as the violation of a norm, but as any
behavior which is successfully defined or labeled as
deviant (Abercrombie, Hill, Se Turner, 1984). In other
words, it is dependent on the viewpoint of the people
making the definition. People with high social,
economic, and political resources have high ability to
resist charges of deviance; high ability to resist
sanctions such as arrest, conviction, and imprisonment;
and a high ability to impose the rules that define
deviance. On the other hand, people with lesser
resources or the poor have a lower ability to achieve
these things (Robertson, 1981). Similarly, Clinard
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(1974) pointed out that:
Poverty and the poor today have been largely
defined in terms of negative societal reactions.
The poor are made up of all types of backgrounds,
but the status assigned them is a status consisting
of negative attributes, that is, in terms of a
status the person does not have. The poor are not
expected to make a contribution to society or to be
capable of doing so . . . The poor persons often
becomes stigmatized through his dress, the type of
food he eats, the speech he uses, and his limited
education. Life at the American poverty level is
lived in intimate proximity to discrimination, low
self-esteem, . . . and ultimate despair. This
negative attitude of the inferiority of the poor is
based on what Max Webber has termed, the Protestant
ethic . . . early Protestant religious view of the
value of hard work and thrift. Those who did not
achieve success did not partake of God's favor.
(p. 96)
It is a "general theory" because it has been used
by David Matza in the study of the juvenile delinquency,
and by Erving Goffman, who concluded in the study of
the inner workings of a mental hospital, that the
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mental hospitals which are supposed to cure mentally
ill persons have become a large bureaucratic exigency
perpetuating many of the symptoms it was designed to
cure (Collins and Makowsky, 1978, p. 227).
Labeling theory goes beyond the example of the
mental institutions and has been applied in many areas
to show how social service agencies, subject to
organizational exigencies, make blind men out of people
who have trouble seeing; to show how in ghetto schools
the self-fulfilling prophecy makes children into
failures by treating them as potential failures; to
show how prisons, officially operating to rehabilitate
prisoners, instead operate to socialize the new law
breakers into a subterranean inmate culture that
furnishes him or her with a new self as a full-fledged
criminal (p. 288).
The relevance of the labeling theory to this study
is that because the EPSDT program affected the poor and
those who are too young to vote, it was of "very low
salience" to political leaders who had no impetus to
provide the funds or make necessary changes in the
bureaucratic structure (Foltz and Brown, 1975).
Mechanic (1978) indicated that social values play an
essential part in medical determinations and in the
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provision of medical care because much of the medical
practice involves attempts at helping people to conform
more adequately to social rather than physical
standards.
In the same vein, the uneven distribution of health
among racial groups in the American society repeats
itself when distribution of health among socioeconomic
groups or social classes is considered (Cockerham,
1982). He also pointed out that on nearly every
measure, membership in lower social classes carries
health penalties similar to those of nonwhites in that
to be poor is by definition to have less of the things,
including health care, produced by society (p. 40).
Further, that the long-standing impediment to the sound
application and control of medical care for the poor
has been inadequate coordination and unnecessary
duplication of many services, in that the medical
systems in the United States have not met the needs of
the poor because they have never been designed to do
so. In addition despite evidence of more frequent
visits to physicians made possible by greater health
insurance coverage through Medicaid, lower-class people
are still treated within the framework of welfare
medicine (p. 40).
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Origin of Child Health Program Leading to EPSDT
Although the social reform measures of the
Progressive Era lay emphasis upon sanitation as an area
of environmental change designed to enhance the social
well-being of the citizens (Axinn and Levin, 1982), it
was noted that despite the decreased incidence of
typhoid, diptheria, smallpox, and even tuberculosis,
the mortality rates among children and the aged were
disproportionately higher (Rosenkrantz, 1972, p. 130).
The implication was that although bacteriologic
techniques for controlling contagious diseases did not
require new social reforms, a change of behavior on the
part of the cooperative individuals or the masses was
required. Because it was discovered that the sources
of infection were more often people than things, it
became difficult to determine at what point public
health encroached upon the duties of physicians or the
rights of their patients (p. 129).
Concern over how to change behavior was further
addressed by Dr. Allan J. McLaughin, the Commissioner
for the Massachusetts Medical Society:
Significant reduction in the incidence of
non-contagious diseases could only be affected by
the spread of the gospel of right living and
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personal hygiene through the medium of popular
education. Even when the laboratory had offered
protection to the ignorant, as well as to the
knowledgeable, it was not unusual for
non-intelligent masses to rebel against rules they
did not understand, and evade all they found safe
to ignore (p. 130).
There were differences over what should be the most
effective means of disseminating information to mothers
in an attempt to reduce maternal and infant deaths.
Following the New Deal, a series of social reform
organizations and programs came into play. Among these
was the National Child Labor Committee of 1906 (Axinn Sc
Levin, 1982, p. 147). The National Child Labor
Committee's (NCLC) primary interest was on child labor
legislation. The Committee was able to influence
President Theodore Roosevelt to call a White House
Conference on Child Dependence in 1909 (p. 147). Among
the recommendations of the Conference were: (a) home
care for children--own home care and foster home care,
(b) the creation of a publicly financed bureau that
would collect and disseminate information concerning
the welfare of children, and (c) the creation of a
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National Voluntary Organization that would establish
standards of child care (p. 148),
These recommendations led to the creation of the
Children's Bureau in 1912; the Child Welfare League of
America and the Act for the Promotion of Welfare and
Hygiene of Maternity and Infancy, popularly known as
the Sheppard-Towner Act in 1921 (p. 148).
The purpose of the Act was educational.
Instructions on maternal and infant care were delivered
by nurses and physicians through itinerant conferences
held at homes or health centers. The federal
government provided annual appropriations for five
years to states, thereby encouraging the state child
hygiene or child welfare division to take
responsibility for the local administration of the
Act's provision (p. 148).
Another reform that helped shape the direction of
the health program for children was the impact of the
Committee on Economic Security (CES). The purpose of
the Committee was the assurance of an adequate income
to each human being in childhood, youth, middle age, or
old age--in sickness or in health (Axinn & Levin, 1982,
p. 197). The Committee recommended that the Federal
government: (a) assume responsibility for employment
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assurance, (b) provide security against the risks of
unemployment, (c) provide retirement in old age, ill
health, etc. (pp. 197-199).
On January 15, 1935, reports of the Committee on
Economic Security (CES) were submitted to President
Franklin Roosevelt, and on August 15, 1935, he approved
the reports which became the Social Security Act
(pp. 197-199) from which the Medicare/Medicaid Programs
and its accompanying step-child, EPSDT, were created.
According to Manela and Feingold (1977) , the Social
Security Act established a cash assistance program for
the aged, the blind, and families with dependent
children. It was said to be the first major federal
program to provide cash payments to low-income people
on the anticipation that some of the money would be
spent on health services. Unfortunately, many welfare
recipients did not seek medical care when there were no
obvious symptoms of health problems (p. 3). As a
result, a system of payment that would encourage
eligible people to obtain preventive health care and
treatment was to be considered (p. 3).
Besides the cash payment, the Social Security Act
also required the state to outreach to the crippled
children and to provide them with needed medical.
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surgical, and corrective services (p. 3). Finally, the
Social Security Act included the supervision of
maternity clinics and hospitals, and the establishment
of "well-child conferences" whereby issues concerning
maternal and child health could be discussed (p. 3).
Table 2 explains the timeline of the maternal and child
health activities that led to the EPSDT Program.
Similarly, Table 3 explains the Medicaid EPSDT timeline.
In addition to the reform movements, various other
factors in the 1960's further enhanced the
establishment of the EPSDT Program. Some of these
factors were: a) a growing concern for the poor which
led to the creation of anti-poverty programs in order
to break the cycle of poverty by improving the lives of
poor children, because it was acknowledged that
disabling conditions and inadequate care were far more
common among poor children (EPSDT: Does it Spell Health
Care for Poor Children? 1977, p. 25); b) the enactment
of the Kerr-Mills Act, which established a precedent of
providing comprehensive health services to those
medically indigent, thereby laying the foundation which
was the model of Medicaid and its EPSDT program (pp.
25, 78; Axinn St Levin, 1982, p. 244; Manela St Feingold,
1977, p. 5); c) the Selective Service study which
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Table 2
A Timeline of Maternal and Child Health
Activities Leading to EPSDT
1935-1975
1935 The Social Security Act provides cash assistance
payments to families with dependent children. Title V
of this act provides grants-in-aid for maternal and
child health and crippled children's programs.
VOUD The Emergency Maternity and Infant Care (EMIC) program
WAR II is established to meet the maternal and infant care
needs of servicanen's dependents.
1950 Amendments to the Social Security Act provide federal
matciiing funds to the states to help meet the cost of
medical care for public assistance recipients.
1960 The Kerr-Mills Act provides the first program of
co!q)rehensive medical care for the aged. The 1960's see
an expansion of Title V programs to include federal
grants for local projects.
1965 Medicare and Medicaid (Titles XVIII and XIX of the
Social Security Act) finance medical care for the
elderly and the eligible poor.
1967 An Amendment to Title XIX of the Social Security Act
requires states to cover Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) services for all
Medicaid ellgibles under the age of 21.
1972 States are required to implement EPSDT or face a penalty
of one percent of the federal share of their AFDC
budgets for every quarter in which they have not
complied with EPSDT penalty regulations.
NOW EPSDT programs are underway and problems of
in5)lementation are being worked out on state and local
levels to comply with federal regulations.
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reported that more than fifteen percent of eighteen
year olds who reported for enlistment into the military
services were rejected because of conditions such as:
dental, eye, and ear problems; orthopedic problems,
internal conditions such as heart disease; and a large
percentage of emotional and developmental problems
(Lazarus, 1978, pp. 77-80; EPSDT: Does it Spell Health
Care for Poor Children, 1977, p. 25),
History of the EPSDT
Precisely, it was during the early 1960's that some
studies revealed that the low income children in the
United States suffered permanent damage because
treatable medical problems were not detected during the
early stages of the illness or condition (EPSDT
Outreach and Follow-Up Manual, September, 1985).
Further, in 1967 a panel of doctors who visited the
Delta area of Mississippi disclosed that:
We saw children whose nutritional and medical
conditions we can only describe as shocking--even
to a group of physicians whose work involves daily
confrontation with disease and suffering. In child
after child, we saw evidence of vitamin and mineral
deficiencies; also unattended bone diseases; the
28
prevalence of bacterial and parasitic diseases, as
well as severe anemia with resulting loss of energy
and ability to lead a normal active life; diseases
of the heart and lung—requiring surgery--which
have gone undiagnosed and untreated; epileptic and
other neurological disorder; severe kidney ailments
that in other children would warrant immediate
hospitalization; and finally, in boys and girls in
every county we visited, obvious evidence of severe
malnutrition, with injury to the body tissues--its
muscles, bones and skin, as well as associated
psychological states of fatigue, listlessness, and
exhaustion. We saw homes with children who are
lucky to eat one meal a day--and that one
inadequate so far as vitamins, minerals, or protein
are concerned. (Clinard, 1974, p. 107)
As a result, the federal government in collaboration
with Congress passed a new section of the Social
Security Act which required states providing Medicaid
to include a program of Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) for individuals under
twenty-one years of age who are eligible for Medicaid
(Manela, Overberger, Lauffer, and Meyers, 1977; EPSDT
Outreach and Follow-Up Manual, 1985); to ascertain
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their physical or mental defects and such health care,
treatment, and other measures to correct or ameliorate
defects and chronic conditions discovered thereby
(Foltz, 1982). Table 4 shows some of the selected
health problems which EPSDT clients are likely to have
and about which EPSDT workers may want information.
Because the Federal and State governments were slow
in implementing the EPSDT Program, in 1971 the National
Welfare organization mobilized support from the
Children's Defense Fund (CDF) to sue the Health,
Education, and Welfare (HEW) for its failure in issuing
regulations that would help enforce the program
(EPSDT: Does It Spell Health for Poor Children?
1977). While the suit was pending, regulations were
issued, and the EPSDT Program was implemented later
that year (p. 1).
In addition, states are required to implement EPSDT
or face a penalty of one percent reduction of the
Federal share of their Aid to Families with Dependent
Children (AFDC) budgets for every quarter in which they
have not complied with the EPSDT penalty regulation
(Manela, et al. 1977).
In 1981, the Legislative changes enacted by Section
2181 of the Public Law 97-35 popularly known as the
30
Table 4
Some of the Health Problems Which EPSDT



















Source: Health Care Financing Administration, U.S. Department of
Itealth, Education and Welfare, EPSDT: Child Health.
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Omnibus Budget Reconciliation Act (OBRA) of 1981 also
brought changes to the EPSDT Program (Federal Register,
1984, 43654). For instance, it eliminated Section 403
(g) of the Social Security Act, thereby removing the
EPSDT penalty provision (43654; EPSDT Outreach and
Follov-Up Manual, 1985, p. 2). Nevertheless, Congress
added a new stipulation which required states to
outreach, that is, inform all AFDC recipients of the
availability of the EPSDT services and how and where to
obtain them (Manela, Anderson, and Lauffer, 1977).
In addition to the written notification, it is
required that newly eligible families be informed about
the EPSDT program at the time of their eligibility
determination (Manela, Anderson, and Lauffer, 1977,
p. 1) .
EPSDT Program Outreach Activities
The EPSDT Program outreach activities involve
identifying and informing effectively 95 percent of new
and re-eligible children and families through a
combination of written and oral methods of the
following: (a) benefits of preventive health care, (b)
that the EPSDT services are available without cost and
where and how to obtain them, and (c) that necessary
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transportation and scheduling assistance is available
upon request, and involving potential EPSDT clients in
the program (Federal Register, October 31, 1984, 43654;
Manela, Anderson and Lauffer, 1977).
The use of media--newspaper, television, and
radio--as the additional methods of informing the EPSDT
eligibles about the program is also recommended (Hass
and Scovell, 1977). It is mandated that informing be
provided within 60 days after the eligibility has been
determined (Federal Register, October 31, 1984, 43654).
Implementation of the EPSDT in Georgia
In October of 1967, the Georgia Medical Assistance
Program (Medicaid) became effective under the
provisions of Title XIX of the 1965 Amendments to the
Federal Social Security Act, (Policies and Procedures
for Early and Periodic Screening, Diagnosis and
Treatment [EPSDT] Services, March, 1987). Effective
July 1, 1977, the Department of Medical Assistance
(DMA) was designed to administer the EPSDT Program
(p. 1-1).
The implementation of the EPSDT Program in Georgia
was not accomplished smoothly. The Georgia Medicaid
Department was reported as being less than
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cooperative. For instance, physicians in private
practice were excluded from participating as providers
under the EPSDT Program (Poe, McGhee, and Atkinson,
1979).
The apparent reason for the conflict in Georgia was
economic. That is, since the Federal Government pays
two-thirds of the total EPSDT budget, and the State
government pays one-third, the State EPSDT
administrators felt that they could use trained nurses,
internists, and pediatricians in public practices in
order to contain costs so that the federal monies from
EPSDT could go to support state and county health
departments (p. 743), When physicians in private
practices became interested as providers in the
program, the State saw this as an economic threat.
Poe, et al. said that: "Many means have been used to
obstruct and limit provider participation of
physicians, both Black and White" (p. 743).
As the battle continued, Poe and others, in
collaboration with the Georgia State Medical
Association and the Atlanta Medical Association,
petitioned the Federal Government on the basis of the
EPSDT eligible children’s right to private services.
In light of this petition, the Department of Health,
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Education, and Welfare issued directives permitting
physicians in private practice in Georgia to
participate as providers in the EPSDT program (p.
743). It should be noted that this conflict was not
endemic to Georgia alone in that out of fifty states,
physicians were allowed to participate as providers
only in twenty-four states (p. 743). However, when Poe
won the battle in Georgia, it became a national law
permitting physicians in private practice elsewhere in
the states to become EPSDT providers.
Determination of Eligibility for the
EPSDT Program in Georgia
The Department of Medical Assistance contracts with
the Department of Human Resources (DHR) to establish
the EPSDT eligibility. (See Appendix A for the
agreement.) The Department of Human Resources (DHR) in
turn subcontracts with the Department of Family and
Children Services (DFACS) offices and the Federal
Social Security Administration through its local
offices to perform eligibility determinations (p.





EPSDT Program Medicaid EligibilityI.General Medicaid Policies - the basic eligibility
criteria are:
1. State of Georgia Residency
2. United States citizenship or legal alien status
3. Enumeration (must have or apply for a social
security number)
4. Application for any other benefits to which
one may be entitled (except SSI)
5. Cooperation with the third party liability
requirement
6. No transfer of assets for less than the fair
market value
7. Recipient under age 21
8. Meeting income and resource limitations under
the AFDC standard or the Medically Needy
standard
II. Income and Resources Standard
A. Income standards generally change on an annual
basis, based on approval of increases by the
Georgia Legislature. These standards are
based on the family size as indicated on the
attached chart.
B. Resource limits are $1,500 for




Georgia Department of Human Resources
Eligibility/Payment Tables
AEDC Gross Income Ceiling/Standard of Need/Payment









1 374 202 145 200
2 566 306 220 300
3 677 366 263 350
4 799 432 310 417
5 914 494 354 475
6 992 536 385 517
7 1073 580 416 558
8 1140 616 442 592
9 1199 648 465 623
10 1284 694 498 667
11 1373 742 532 *708
AEDC Individuals
in Nursing Facility 44 24 17




Eligibility for the EPSDT Program in Georgia
The State of Georgia admits persons who are
eligible for direct money payments from SSI, MSS and
most AFDC, such as the aged, the blind or disabled
persons living in nursing homes who would be eligible
for SSI if they lived at home; foster children--
children who are in adoptive home placements and who
are also Title IV-E eligible and authorized to receive
a supplement; deemed recipients of AFDC whose direct
money payment is less than ten dollars ($10); pregnant
women who meet the eligibility requirements of the AFDC
program; and certain other persons with special
conditions approved by the Federal government. Each of
these groups has a categorical relationship to either
AFDC, SSI, or MSS (p. 1-1).
Retroactive Eligibility
In addition, Georgia has a provision for
"retroactive eligibility" (p. 1-1). That is,
individuals may become eligible three months prior to




For newborn eligibility certification, physicians
or hospitals may notify the Department of Family and
Children Services (DFACS) of the infant's birth by
completing Form DMA-375 (Policies and Procedures for
EPSDT Services, 1987, p. 1-2). The form must be signed
by the mother (p. 1-2). Upon receipt of Form DMA-375,
the Department of Family and Children Services (DFACS)
will assign a Medicaid number, if eligibility is
established and Form DMA-375 is returned to the
physician or hospital (p. 1-2). If the infant is not
eligible, a notation to that effect will be entered on
Form DMA-375, and returned to the physician or hospital
(p. 1-2). Appendix B is a copy of Form DMA-375.
Verification of EPSDT Eligibility
The Department of Human Resources (DHR) and the
local offices of the Federal Social Security
Administration (FSSA) are not responsible in addressing
questions concerning eligibility verification (p. 1-1).
Those interested in verifying eligibility of patients
who claim to be eligible without tangible proof are
referred to the Department of Medical Assistance (DMA)
(pp. 1-1, 1-2).
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Statement of the Problem
For millions of American children living in poor
families who are unable to afford fee-for-service
health care, it seems that the Early and Periodic
Screening Diagnosis and Treatment (EPSDT) program
offers the only hope for preventive health care
(EPSDT: Does It Spell Health Care for Poor Children?
[1977]. Children's Defense Fund, p. v.). However, it
is believed that for the poor, the practice of early
and routine care never became a health habit (Lazarus,
1977).
Recognizing that the poor children and families
eligible for the EPSDT program would be hard to reach
or convinced to participate in a system of preventive
care. Congress stressed the need for vigorous outreach
measures (p. 87). They mandated that:
Organized and intensified casefinding procedures
will be carried out in well-baby clinics, day care
centers, nursery schools, and Head Start centers in
cooperation with the Office of Economic Opportunity
by periodic screening of children in schools,
through follow-up visits by nurses to the homes of
newborn infants, by checking birth certificates for
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the reporting of congenital malformation and by
related activities (p. 87).
On the basis of this legislation, the Department of
Health, Education and Welfare (HEW) issued regulations
and policy guidelines stipulating the state agency
responsible for the EPSDT program to "inform
effectively, through a combination of written and oral
methods, all EPSDT eligibles ... in clear and
nontechnical languages about the EPSDT program"
(Federal Register, October 31, 1984, 43654, p. 87).
In recent years, it seems that many children in
poor families who ar eligible for the EPSDT program go
without adequate or equitable health care.
Furthermore, the striking prevalence of chronic and
handicapping conditions among children in low-income
communities seem to be brought to the attention of the
public, particularly as some of them seem to be riddled
with unnecessary and preventive health problems. The
U.S. House of Representatives, (Select Committee on
Children, Youth, and Families) revealed the following
facts:
1. Georgia was the eleventh most populous state in
the nation in 1984, and that the state grew from 4.6
million in 1970 to 5.8 million in July, 1984.
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2. In 1980, Georgia had a higher percentage of
children than the nation as a whole; 23 percent of the
population of Georgia was between the ages of 6 and 18;
while nine percent was between the ages of 0 and 5.
3. In 1980, 341,914, or 21 percent of the children
in Georgia lived in poverty; 22 percent or 111,209 of
Georgia's children under the age of six were poor.
4. Georgia ranks among the five worst states with
regard to low birth weight and infant mortality rates.
5. In 1980, 24 percent of Georgia's residents had
completed 0 to eight years of elementary education, 20
percent had completed one to three years of high
school, 28 percent had graduated from high school, and
15 percent had graduated from college.
6. In Georgia, 22,616 cases of child abuse were
reported, a 64 percent increase between 1980-1981 and
1983-1984, (U.S. House of Representatives Fact Sheet,
1986) .
With respect to Fulton County, the Fulton County
Health Department reported that:
- Infant mortality increased in 1986 to a rate
of 16.6 infant deaths/1,000 live births up from the
record low of 13.2 achieved in 1985.
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- In 1986, there was a total of 178 infant
deaths, including four babies who were born
out-of-state, but who were Fulton County residents
at the time of their deaths. In 1985, there were
135 infant deaths.
- The infant mortality rate for both Whites and
Blacks in Fulton County is higher than that of the
state and nation.
- The Black infant mortality rate continues to
be twice as high as the White rate (20.0 versus
10.3). This finding is true for the state and
nation as well.
- The percent of babies born with low birth
weight increased from 9.7 percent to 10.2 percent.
This increase was due almost entirely to the
increase in the percent of low birth weight among
Black babies. Approximately 88 percent of all
neonatal and 39 percent of all postneonatal deaths,
for a total of 72 percent of all infant deaths are
contributed to low birth weight babies.
- The infant mortality rates for babies born to
teens increased from 13.2 to 18.3. Most of this
increase was due to the increased mortality for
babies born to 15-17 year old Black teens. This
A3
number of live births to teens has been increasing
slightly over the last two years.
- The number of infant deaths in the extreme
northern and southern portions of the county has
increased slightly. Most of the high risk health
center areas remain about the same with the
exception of South Fulton whose rate increased from
20.1 to 34.9, (Fulton County Health Department
Infant Mortality, 1986, p. 1).
An examination of the data in table 7 revealed an
increase in the infant mortality rate for Fulton County
residents in some hospitals between 1984 and 1986.
Although Grady Hospital showed a slight decline in the
infant mortality rate between 1984 and 1985, the rate
increased from 17.9 percent per 1,000 live births in
1985 to 20.5 percent per 1,000 live births in 1986.
South Fulton Hospital increased from the low rate of
14.0 percent per 1,000 live births in 1984, 9.6 percent
in 1985, to a high rate of 26.6 percent per 1,000 live
births in 1986.
An examination of the data in table 8 revealed an
increased infant mortality rate for teenage mothers
from the low rate of 13.2 percent per 1,000 live births
in 1985 to 18.3 percent per 1,000 live births in 1986.
Table 7
Infant Mortality by Hospital at Birth for
Fhlton County Residents, 1984-1986
Total Births
Hospital at Birth 1984 1985 1986
Grady 4388 4407 4603
Georgia Baptist 840 814 994
Crawford Long 862 965 873
South Rilton 642 625 640
Southwest 283 290 246
NorthsIde 935 1067 1095
Piedmont 824 735 800
West Paces 193 282 313
N. Flilton Medical 106 121 197
Home Deliveries 99 75 133
All Others 717 915 817
Total 9925 10,175 10,711
Infant Deaths Infant Death Rate
1984 1985 1986 1984 1985 1986
101 79 96 23.0 17.9 20.9
15 12 18 17.9 14.7 18.1
13 10 14 15.1 10.4 16.0
9 6 17 14.0 9.6 26.6
8 3 3 28.3 10.3 12.2
7 8 8 7.6 7.5 7.3
6 3 6 7.3 4.1 7.5
4 6 4 20.7 21.3 12.8
2 1 1 8.3 5.1
3 1 1 30.3 13.3 7.5
16 7 10 29.3 7.79 10.2
183 135 178 18.4 13.2 16.6
Source: Ralton County Health Department: Infant Mortality, 1986, p. 1 4>4>
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Table 8
Number of Infant Births and Deaths to Teens
Infant Deaths Infant Births Infant Death Rate*
1984 1985 1986 1984 1985 1986 1984 1985 1986
White
10-14 0 0 0 4 3 4
15-17 4 0 2 104 104 104 38.5 — 19.2
18-19 3 2 2 179 188 161 16.7 10.6 12.4
7 2 —4 “2?3 269 24:4 “O’ 14.9
Black
10-14 3 1 1 54 76 63 55.5 13.2 15.9
15-17 18 10 • 18 549 574 642 32.8 17.4 28.0
18-19 19 10 10 826 802 825 23.0 12.1 12.1
HPT? ^ZT ~Z? T52? T452 T53a 28.0 14.5 T?3
Total
10-14 3 1 1 58 79 68 51.7 12.7 14.7
15-17 23 10 20 653 678 748 35.2 14.7 26.7
18-19 21 12 11 1005 990 992 20.9 12.1 11.1
HPT? ~57 “33 T7T3 T747 T5D3 273 13.2 18.3
* Per 1,000 live births.
Source: Rilton County Health Department: Infant Mortality,
1986, p. 1.
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An examination of the data in table 9 revealed an
increase in infant mortality in all stages for both
blacks and whites. Between 1985 and 1987, there was an
increase in infant mortality from 17 to 26, and 7 to 11
deaths during the neonatal and postneonatal stages for
whites; 72 to 90 and 39 to 50 for blacks during the
same stage.
Table 10 shows the total number of infant deaths
for Fulton County residents by health centers from
1982-1986. Between 1985 and 1986, there were Increases
in the infant mortality rate from 25.5 to 26.7 for
Neighborhood Union, 16.6 to 22.8 in Roy McGee, 20.1 to
34.9 in South Fulton, while the record in Adamsville
and other health centers are staggering.
An examination of the data in table 11 shows that
the infant mortality rate for Fulton County is higher
than that of the state and nation. The infant
mortality rates for Fulton County were 10.3 percent per
1,000 live births for whites, 20.0 percent per 1,000
live births for blacks, and a total of 16.6 percent as
opposed to 9.2, 17.7, and 12.1 percent for the state;
and 9.4, 18.4, and 10.8 percent for the nation.
The Early and Periodic Screening Diagnosis and
Treatment Program was established on the hope that it
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Table 9
Infant Mortality - Rilton County, Ga. Residents
1980
Number
1981 1982 1983 1984 1985 1986
Neonatal 25
White
31 20 32 27 17 26
Postneonatal 13 10 9 11 15 7 11
Infant 38 4r 39 43 TO 34 37
Neonatal 77
Black
100 87 107 97 72 90
Postneonatal 47 41 31 38 42 39 50
Infant TO TO TI8 T53 139 ITT 140
Neonatal 102
Total
131 107 139 125 89 116
Postneonatal 60 51 40 49 57 46 61
Infant TO TO TO T88 T8T T33 177
1980
Rates
1981 1982 1983 1984 1985 1986
Neonatal 8.0
White
9.9 6.1 9.8 8.3 5.0 7.0
Postneonatal 4.2 3.2 2.8 3.4 4.5 2.1 3.1
Infmt TO? T37r 879 T373 T378 TO 1073
Neonatal 11.3
Black
15.6 13.3 16.3 14.9 10.8 12.9
Postneonatal 6.9 6.4 4.7 5.8 6.1 5.9 7.3
Infant TO2 18.0 TOT) 21.6 18:7 20.0
Neonatal 10.3
Infant
13.7 10.9 14.1 12.7 8.7 10.8
Postneonatal 6.0 5.3 4.1 5.0 5.7 4.5 5.8
Infant 16.3 TOT T37T T9.1 T8.2 13.2 16.6
Note: Total infant mortality may be greater than the sum of
white and black since total figures include "other^' races.
Source: Fillton County Health Department: Infant Mortality, 1986,
p. 1.
Table 10
Ibtal Nmfcer of Infant Deaths for Rilton County
Residents 1982-1986
Health Center Infant Deaths
1982 19B3' 1984 1985 1986
Rates*
1982 1983 1954 1985 1986
Area I
Alpharetta 1 1 1 1 3 10.5 11.7 8.4 6.6 14.3
North Hilton 2 6 4 6 10 4.4 15.7 10.7 12.2 17.6
Sandy Springs 2 7 6 4 3 5.3 18.0 14.0 9.4 6.0
Rockdale 5 7 3 5 4 20.6 27.8 11.7 17.3 15.9
Collins 2 3 5 3 3 8.0 14.9 23.1 14.0 15.1
Buckhead 6 5 2 2 6 13.9 9.7 4.2 4.3 11.9
Total 15 79 71 71 79 ■931379 TO 303 TITO
Area II
Neighborhood
Union 9 14 17 14 15 17.5 28.3 34.6 25.5 26.7
Tediwood 2 0 3 0 3 20.0 0.0 24.0 0.0 19.9
Total IT 15 70 15 15 T7T9 753 373 713 733
Area III
Northeast 9 9 5 3 5 21.1 20.9 11.8 7.4 11.1
A1dredge 10 8 9 7 8 28.4 23.1 24.5 21.0 22.3
Total 19 17 15 10 n 74.4 7T3 T73 T3T5 353
Area IV
Center Hill 2 5 7 5 5 6.6 15.9 24.5 15.2 18.4
Boy McGee 14 13 17 9 13 20.6 21.7 26.7 16.6 22.8
Total 15 15 75 15 15 353 393 25TO 35T9 73T5
Area V
lakeuDod 12 20 17 10 13 17.7 29.8 23.0 14.7 18.2
South Hilton 10 18 8 9 16 23.3 37.9 17.0 20.1 34.9
Total 72 35 75 19 79 39:9 33.1 SJ3T73 753
Area VI
Adamsvllle 16 14 15 16 14 16.0 14.4 17.0 16.4 13.8
Area VII
W. Ta Brooks 17 24 22 18 25 17.9 23.9 23.0 17.9 24.4
Jere Wells 4 6 7 5 6 9.7 14.9 19.7 14.9 14.6
Total 71 30 79 73 31 3378 7374 7Z7T 373 7375
Area VIII
falrbum 3 1 2 2 4 9.8 3.3 7.5 6.6 12.9
Palmetto 1 0 3 2 0 18.5 0.0 47.6 29.9 -
Hapevllle 6 5 9 2 6 23.5 17.9 32.8 7.4 22.2
College Park 9 10 11 8 8 22.1 24.6 26.6 25.4 21.1
Red Oak 4 11 6 4 8 12.0 28.7 15.9 8.8 18.6
Total 73 77 31 15 75 35.9 3579 723 3775 3775
Other 2 1 2 - - 111•0d
Total 157 155 151 133 175 337U 393 353 333 3575
'*tijDi>er of Infkit Deaths per 1000 live Births.









Neonatal 7.0 6.3 7.0
Postneonatal 2.8 2.8 3.8
Infant 103 33 33
Black
Neonatal 12.9 11.9 11.8
Postneonatal 7.3 5.9 6.5




Postneonatal 5.8 3.9 3.8
Infant 33 173 103
Race Adjusted 11.4 10.3 -
Source; Rilton County Health Department: Infant Mortality,
1986, p. 1.
50
would help ameliorate the health problems of the Aid to
Families with Dependent Children (AFDC) welfare
children. But in spite of the effort, in 1986, Infant
mortality in Fulton County increased to a rate of 16.6
or 178 infant deaths per 1000 live births as opposed to
the rate of 13.2 or 135 infant deaths per 1000 live
births in 1985, (Fulton County Health Department:
Infant Mortality, 1986).
That being the case, it is natural to ask: Are the
EPSDT Program's outreach activities effective in
linking the EPSDT eligible children and families in
Fulton County, Georgia to the EPSDT ongoing services?
Rationale of the Study
This research aims to provide answers to the
aforementioned question for Fulton County. It will do
so through a descriptive study of the effectiveness of
the EPSDT outreach activities as determined by the
EPSDT clients or participants in selected communities
in Fulton County, Georgia. The variables that could
determine the effectiveness of the EPSDT program
outreach will be examined. These variables are:
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(a) identifying the EPSDT program eligible children and
families in Fulton County, (b) informing the EPDST
program eligible children and families in Fulton
County, and (c) providing support services to the EPSDT
program eligible children and families in Fulton County.
Specifically, the study will consider the following
questions:
1. How effective is the EPSDT program outreach in
identifying clients?
2. How effective is the EPSDT program outreach in
informing clients of services?
3. How effective is the EPSDT program outreach in
providing support services?
Hypotheses of the Study
1. Ho: There is no significant relationship between
the effectiveness of the EPSDT program outreach
and the identification of clients at the .05
level.
HI: There is a significant relationship between the
effectiveness of the EPSDT program outreach and
the identification of clients at the .05 level.
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2. Ho: There is no significant relationship between
the effectiveness of the EPSDT program outreach
and the informing of clients at the .05 level.
HI: There is a significant relationship between the
effectiveness of the EPSDT program outreach and
the identification of clients at the .05 level.
3. Ho: There is no significant relationship between
the effectiveness of the EPSDT program outreach
and the support services for clients at the .05
level.
HI: There is a significant relationship between the
effectiveness of the EPSDT program outreach and
the identification of clients at the .05 level.
Basic Assumptions
The following basic assumptions were made in
carrying out this study. It was assumed that:
1. Ninety-five percent (95%) of the EPSDT eligible
children and families in Fulton County were effectively
informed about the EPSDT program.
2. That all means of effective communication were
used in informing the EPSDT eligible children and
families about the EPSDT in Fulton County.
53
3. That all the EPSDT eligible children and
families informed about the EPSDT program received
screening under the EPSDT program.
4. That there were accurate records used in
monitoring the EPSDT program outreach activities in
Fulton County.
5. That all the EPSDT eligible children and
families were informed about the EPSDT program within
60 days after their eligibilities had been determined.
Significance of the Study
It is anticipated that this study will produce the
following results:
1. Improve the EPSDT program informing methods.
2. Encourage the use of the EPSDT program by the
eligible children and families.
3. Contribute to the existing body of research on
the EPSDT program.
4. Contribute to the social work profession and
social work intervention in the EPSDT program.
5. Help the Fulton County Department of Health
establish patterns whereby non-participants in the
EPSDT program will be encouraged.
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Limitations of the Study
This study will be limited due to the following
factors:
1. Budget constraints. This study was limited to
the researcher's budget.
2. Complexities of the accessible population. All
subjects were from the AFDC welfare eligible families
in Fulton County, Georgia with limited economic and
educational opportunities.
3. Legal restraints on the accessibility of
records. This study was based on those records that
were made available.
4. The conclusion made from the findings will
depend on the population and accuracy of those records
that were available.
5. Validity and reliability of data collection
instrument were not established.
Definition of Terms
The following terms have been operationally defined
for this study:
EPSDT: Is an acronym for Early Periodic Screening,
Diagnosis and Treatment.
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Treatment: Is the use of medical or other
services, therapy, corrective devices or drugs and
medicine to prevent, control, minimize, correct, or
cure a disease or abnormality.
Outreach; Is the process of identifying,
informing the EPSDT program eligible children and
families how and where to obtain the EPSDT
services, and providing support services to enable
them to participate in EPSDT services.
Identifying: Refers to the official channels
through which the agency recruits the potential
EPSDT clients into the EPSDT program. These
channels include: birth certificates, public
assistance records, AFDC records, day care centers,
nursery schools, and the Head Start Centers.
Informing: Refers to the official means the
agency uses to inform the EPSDT eligible clients
about the EPSDT program. These means include:
mailing information, telephone call, personal visit
by the outreach worker, newspaper, radio, and
television.
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Support Services; Refers to the official means
through which agency helps the EPSDT eligible
clients to participate in the EPSDT program. These
include: baby sitting arrangements, health
education, transportation, convenient appointment
schedule.
Effectiveness: Refers to the: 1) measure of the
degree of the actual number of the EPSDT clients
identified by the EPSDT agency that participate in
the program, 2) measure of the degree of the actual
number of EPSDT eligibles informed about the EPSDT
that participate in the program, and 3) measure of
the degree of the actual number of EPSDT eligibles
that participate in the program who receive support
services from the EPSDT agency.
CHAPTER II
REVIEW OF THE LITERATURE
Since the inception of the EPSDT program in 1967,
many articles have been written and studies conducted
to assess the effectiveness of the program in
fulfilling its promise of solving some of the health
problems of poor children in the United States.
The purpose of this chapter on the review of the
literature is to present a comprehensive summary of the
existing studies relative to the EPSDT program. The
review of the literature is presented in this order:
(a) general review of the literature on the EPSDT
outreach activities and (b) review of the related
literature. The review of the related literature is
presented in a chronological order in which the studies
were conducted followed by a summary of the chapter.
According to several sources:
Outreach to the potential clients of EPSDT consists
of: identifying eligible families, clearly
informing them about the program's benefits,
obtaining an agreement from them to participate.
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making sure that they keep their appointments,
providing transportation, and generally doing
things that facilitate their participation (Manela,
et al., 1977, p. 10; Children's Defense Fund,
EPSDT; Does It Spell Health Care for Poor
Children? 1977, p. 79)
Outreach is defined as "the continuous activity,
often relying on both public and private organizations,
of identifying, seeking out, and contacting children
and families who are or may be eligible for EPSDT
services" (EPSDT Outreach and Follow-Up Manual,
1985, p. 7).
Outreach activities are said to be "a key to the
success of EPSDT" (Manela and Feingold, 1977, p. 11).
Manela and Feingold also contended that:
While mailing information about EPSDT with welfare
checks is a part of outreach, it is seldom enough.
A more successful approach involves personal
contact between EPSDT workers and potential
participants. Phone calls are usually more
effective than letters, and personal visits are
generally more effective than phone calls. The
time and effort EPSDT workers put into outreach and
case contact activities can mean the difference
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between the success and failure of the program
(p. 11).
General Review of the Literature on the
EPSDT Outreach Acvitivies
The general review of literature is presented
within the outreach activities: (a) identifying
potential EPSDT clients, (b) informing the EPSDT
eligible clients about the program, and (c) support
services for EPSDT eligible clients.
Identifying Potential Early and Periodic Screening,
Diagnosis, and Treatment Clients
At the state level, families receiving cash
assistance under Aid to Families with Dependent
Children (AFDC) are usually identified as eligible for
EPSDT programs while at the local level, eligible
families can be referred by any public health agency.
According to Manela, et al. (1977, p. 10), EPSDT
workers have developed several means that can be
successful in identifying eligible families. These
means are: searching agency records for the names of
eligible clients, asking presently enrolled clients for
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referrals, and recruiting community leaders to locate
eligible clients.
Although the Medicaid agency may provide a list of
EPSDT eligible families, it is recognized that such a
list may not be complete. As such, it is suggested
that the EPSDT workers crosscheck the master list,
using the state Medicaid eligibility criteria as
guidelines. In addition, the EPSDT worker may
scrutinize both the active and inactive public
assistance care records to identify possible eligible
families not included in the master list.
Aside from the examination of client records for
possible omissions, client referral is also an
essential means of identifying EPSDT potential
clients. That is, whenever the EPSDT workers contact
the clients, irrespective of the purpose, they should
evangelize or spread the good news about the EPSDT
program to them and also ask for participation. The
EPSDT workers should also explore new avenues of
communication to the client's neighborhood by asking
the participating clients to refer as well as introduce
the EPSDT workers to other families that would be
eligible.
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Another means of identifying potential EPSDT
clients is the recruitment of other trusted persons in
the community to locate and refer prospective clients.
In this regard, it is suggested that the EPSDT workers
should develop a set of contacts in the community of
persons who know and are trusted by the client
population such as: teachers, social workers,
pharmacists, clergymen, and others (Manela, et al.,
1977, p. 11). Since teenagers are recognized to have a
different circle of contacts than their parents, it is
believed that teenagers be considered right contacts
for their peers.
Finally, it is suggested that the EPSDT workers
develop their methods to highlight those most in need
of intensive outreach by adjusting their schedules so
that more time can be spent with clients who may be
difficult to recruit. It is believed that some clients
may be strangers in the area or live farthest away from
services, while some may require a special outreach
effort (p. 11) .
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Informing the Early and Periodic Screening,
Diagnosis, and Treatment Eligible Clients
The role of Information with regard to the Early
and Periodic Screening, Diagnosis and Treatment Program
should not be underestimated. Manela, et al. (1977:
11) Indicate that, "effectively providing Information
about EPSDT means more than a formal notification," In
that, "the more times and the more ways a person
receives a meassage, the more likely that person Is to
remember It." Furthermore, they contended that:
Eligible families receiving written notification, a
phone call, and a personal visit from an EPSDT
worker who talks about the EPSDT program and
answers questions, are more likely to remember what
EPSDT Is, consider the program an Important one,
and agree to participate.
Subsequently, they provided the following
techniques which they believe have been effective In
Informing eligible clients about EPSDT Programs. These
are:
1. That the EPSDT workers be convincing. They
should know the program and the clients as well and
should present Information about the EPSDT In a way
which suits the particular client.
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2. That the EPSDT workers take every opportunity
to inform eligible families. They believe that, since
eligible families are likely to have a number of
contacts with social service workers, these workers
should inform their clients about the EPSDT.
3. That the EPSDT workers make personal contacts
because face-to-face contacts give the client a chance
to ask questions and the workers an opportunity to
explain the program in detail. Or make use of the
telephone if the worker cannot be there in person.
4. That the EPSDT make a special effort to reach
teenagers through clubs, groups, and organizations with
teen memberships, as well as school hygiene and health
classes since these are possible avenues for reaching
and informing eligible teenagers.
5. That the EPSDT workers attend community or
church groups in that a short talk about EPSDT and
answers to questions from local community members can
help spread information about this program.
6. That the EPSDT workers utilize public service
announcements on radio and television for getting
messages to the general community because many radio
and television stations usually donate free time for
announcements about programs such as EPSDT.
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7. That the EPSDT workers place leaflets in
physicians' offices, the offices of service agencies,
or be posted at local stores and neighborhood meeting
place.
Besides the seven techniques of informing the
potential EPSDT clients, the Federal regulations (EPSDT
Outreach and Follow-Up Manual, September, 1985, pp.
2-4) stipulate the following outreach processes:
A. Informing:
1. It is mandated that the EPSDT administrators
inform and offer participation to all newly
eligible clients about the EPSDT program
utilizing face-to-face, oral or written
communication within 60 days of initial
eligibility. Clients in Georgia are expected
to be informed and offered participation in the
program by the eligibility worker at the local
Department of Family and Children Services at
the initial application or reapplication.
2. Inform eligible clients that a re-screen is due
utilizing the periodicity schedule found in the
EPSDT policy and procedure manual screening
package. In Georgia, clients will be informed
of their periodic re-screen by the case manager
at the local health department.
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3. Inform inactive clients, those who have not
used the services, of the EPSDT program at
least annually. In Georgia, the Department of
Medical Assistance will inform clients annually
of the EPSDT program with a message on the
Medicaid card.
A. Inform individuals who are blind or deaf, or
who cannot read or understand the English
language utilizing appropriate methods. Both
local Family and Children Services and Health
Departments will use suitable procedures to
inform these individuals.
5. Families that go on and off Medicaid eligibility
lists do not have to be informed more than once
in a 12-month period.
6. Client is offered freedom of choice in
selecting a screening provider and diagnostic
and treatment provider. The case manager at
the local health department will allow the
client freedom of choice in selecting an
enrolled EPSDT screening provider and
diagnostic and treatment provider.
B. Content of Informing:




- The prevention of some diseases/disabilities
before occurrence.
- Early detection can prevent some diseases/
disabilities from progressing.
- Some diseases/disabilities can be corrected
if diagnosed and treated early.
- Early medical and dental intervention can
help a child grow and develop to his full
potential.
2. Services:
- Explain that any client up to 21 years of age
with a current Medicaid card can receive free
medical and dental screening examinations.
- Provide client with alphabetical lists of
screening providers and diagnostic and
treatment providers.
- Necessary transportation and scheduling
assistance is available to the EPSDT eligible
upon request.
C. Health Screening
Comprehensive child health assessments are
available to eligible clients and include the
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following age appropriate services:
Health and developmental history
Unclothed physical examination
Developmental assessment
Vision and hearing screening
Assessment and administration of needed
immunization
Assessment of nutritional status
Laboratory tests such as tests for anemia,
sickle cell, urinary problems, sexually
transmitted diseases, blood lead levels and
tuberculin skin testing
Dental screening services with a direct referral
being made to a dentist at 3 years of age.
In Georgia, health screening services are provided
by the local health department, primary care
centers, and private physicians. Providers must
enroll through the Department of Medical Assistance
to participate in the EPSDT program.
D. Diagnosis and Treatment
Eligible clients must be referred to an
enrolled diagnostic and treatment provider of
choice for any health problems discovered in the
screening. In Georgia, the case manager in the
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local health department will provide the client the
names, addresses and phone numbers of enrolled
diagnostic and treatment providers in the county.
The client will be given freedom of choice in
selecting a provider.
E. Documentation:
The State is to make available upon request for
reviewers specific administrative information and
records. In Georgia, specific records and
documentation of the EPSDT program will be located
in the following agencies:
DEPARTMENT OF MEDICAL ASSISTANCE (DMA)
. Monthly list by county of new EPSDT individuals
. Quarterly list by county and specialty of
Medicaid providers
. Quarterly list by county of EPSDT providers
. Monthly list by county of recipients due for
screening
. Monthly list by county of recipients 120 days
late for re-screening
. Screening services manual with periodicity
schedule




. Health screening record
Name of client and date of screen
Screen services provided, findings, conditions
needing referral and follow-up treatment
Dates of treatment
Documentation of referral made for treatment
of conditions not covered by DMA and efforts
to refer them to providers
. Case Management Unit
Documentation on Form 900
Recipient identifying information
Date of Informing
Date of request or declination for screening
Date support services offered
Date of request or declination for support
services
Other pertinent information
LOCAL FAMILY AND CHILDREN SERVICES
. Documentation on Form 256
Date(s) informed orally and written
Acceptance or declination of program
F. Timelines:
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1. Newly eligible clients must be informed of the
program within 60 days of initial eligiblity.
2. Once the recipient accepts EPSDT services,
providers have 120 days to screen and begin
treatment of any problems found.
Support Services for EPSDT Eligible Clients
The fact that clients know about the EPSDT program,
appreciate that it is useful, and desire to use it is
not enough because if they are not able to use the
program, it will not be used.
For instance, Torren (1978) said that:
For the Mexican-American mother to use a community
. . . health center that is located some miles
away, a system of transportation must exist to get
her there. If she does not have access to a car or
a good system of public transportation, there may
simply be no way that she can get to the service in
question--or at least get there easily and cheaply.
In addition to the need for money, patients need to
have time, energy, and freedom of movement to use
health services well. The mother may have five
young children. When one of them gets sick, her
ability to obtain medical care for that child may
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be limited by her ability to get someone to care
for the other four. If the mother does not have
the time or the energy to take her children to
obtain health care, she may not do so. She may
want to, but she may find that there simply are not
enough hours in the day or energy in her body to do
it. As a result, the services go unused.
In the same token, the identification of the
potential EPSDT clients and informing them of the EPSDT
program themselves are not enough in that it is
recognized that, "availability of services can be as
frustrating or confusing as understanding one’s
insurance arrangement" (Milligan, 1984, p. 79). That
being the case, the effort spent in finding a client
and supplying information about EPSDT may be wasted if
the client does not participate, or if obstacles to
participate cannot be overcome (Manela, et al., 1977,
p. 13). They also disclosed that, even when the
clients made verbal commitments to participate in the
program, they seldom keep to such commitments.
Subsequently, they provide some clues that might help
EPSDT workers overcome clients' resistance and increase
commitment. They are:
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1. Putting the commitment in writing by asking the
clients to mark the date on a calendar or a
bulletin board, or post it on the
refrigerator. On the other hand, a written
agreement between EPSDT and the client is
considered helpful. While the agreement is not
legally binding, it is assumed that a simple
written agreement signed by both client and
worker can be used to remind both the clients
and the program of their respective
responsibilities.
2. Find out why client does not want to
participate. EPSDT workers should not make a
client feel guilty for not participating.
Rather, they should help keep the client from
becoming defensive or resistant to further
discussion of the program. EPSDT workers
should also work with the client to overcome
those problems that prevent them from
participation.
3. EPSDT workers should respond to the client's
objections. If objection arises due to
misunderstanding, the worker should get the
client to restate the objection so that the
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worker may have the chance to provide correct
information and overcome the communication
gap. In the instance where the client may have
a need which the program is unable to satisfy,
or the effort necessary to participate in the
program may seem to outweigh the potential
benefit, the worker may begin by agreeing with
the objection and try to deal with it by
restatement, minimizing what is objectionable.
Furthermore, Manela, et al. revealed that some
clients may agree to participate in the program for the
wrong reason (p. 15). In other words, many may think
that the EPSDT worker wants them to participate because
their children are sick and as such need medical
attention. Others may fear that they will lose their
welfare checks if they do not participate. For these
reasons, it is suggested that EPSDT workers be
sensitive to these facts (p. 15).
With respect to helping clients participate in the
EPSDT program, it is required that a screening
appointment be scheduled within 60 days of the initial
acceptance (p. 16). The reason being that, "the sooner
the better," because the longer the clients wait, the
greater the chance of broken appointments (p. 15). In
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addition, the EPSDT workers should recognize the fact
that the clients also have schedules, and as such, a
convenient appointment time should be scheduled since
that would help eliminate the chance of increased
broken appointments. Social networks should also be
considered in that friends and neighbors may want to
obtain health services from the same provider on the
same day, while teenagers may resent being included in
a program for younger children and may be more
interested in participating if they are scheduled on a
"teen day" with their friends (p. 16).
In confirming the importance of the influence of
social network, Cockerham indicated that the interplay
of group relationships with our individual personal
orientation toward medicine affected our health-seeking
behavior (1982). Furthermore, the highest degree of
resistance to using medical services in a lay-referral
structure is found in lower-class neighborhoods
characterized by a strong ethnic identification and
extended family relationship (p. 71).
Similarly, A Guide to Administration, Diagnosis,
and Treatment (EPSDT), the U.S. Department of Health,
Education and Welfare, Health Care Financing
Administration, in collaboration with the American
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Academy of Pediatrics, reports:
The poor have difficulty in seeking and obtaining
medical care and in using it effectively. They may
have little or no experience in organizational life
and are insecure in the middle class world. They
are especially vulnerable to the impersonalization
of massive, medical organizations and large
buildings; complexity and bureaucracy lead to an
unfriendly and impersonal atmosphere. The poor do
not know how, nor do they have the resources to
cope with the system; and they seldom have anyone
to help smooth their part (1977, p. 21).
Furthermore, that the development and use of
outreach--identifying and informing eligible
children and youth about EPSDT--and health support
services--arranging for the availability and
accessibility of EPSDT services, assisting in their
effective utilization, and maintaining an ongoing
relationship between the child and the health care
provider-“are significant and meaningful aspects of
community health (1977, p. 21).
In order to reach a large number of people and to
inform them about the EPSDT program, the U.S.
Department of HEW Health Care Financing Administration
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and the American Academy of Pediatrics recommended
"shotgun" techniques through newspaper, television, and
radio, stating that an EPSDT program is available at no
cost for Medicaid eligible children should be used
(1977, p. 22). In addition, it is recommended that
information be included in monthly assistance checks,
and that such information should be in the language
that is used by the Medicaid population. However, it
is recognized that all these informing techniques are
less effective than personal contact by an outreach
worker in informing parents of eligible children and
assisting in arranging for their active participation
in the EPDST program (1977, p. 23).
Another recommended technique is the use of the Aid
to Families with Dependent Children (AFDC) system by
making an EPSDT referral a requirement in the welfare
eligibility and redetermination process. That is,
since the welfare department intake worker is in a
position, he/she should inquire whether the children
are currently under medical care supervision. If they
are not, he/she should make an appointment immediately
if there is an identifiable EPSDT unit available to
carry out this responsibility (1977, p. 23).
Concerning supportive services in areas where
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transportation posed some serious problems, it is
recommended that services should be brought to the
child through the use of mobile units, nurse home
visits, paramedical personnel making rounds, or local
clinics' staff on a periodic basis (1977, p. 23). In
other instances, the EPSDT workers may pay for the
transportation costs, provide a bus, arrange a car pool
or actually transport the clients to and from the
health facility; provide health education such as:
explaining screening results, promoting good health
habits, and reinforcing a general awareness and
interest in health care. Besides, childcare services
may be needed, as such, child care service should also
be provided to enable a parent to take some children
for screening or treatment while other children remain
at home (Manela, et al., 1977, p. 17).
Review of the Related Literature
The implementation process of the Early and
Periodic Screening, Diagnosis, and Treatment (EPSDT)
program and the impact of the Federal policy on child
health service in the state was studied in Connecticut
in 1975. This state was selected for the study because
of several reasons. Some of these reasons were:
78
1. It represented maximum limits to state
performance in carrying out the EPSDT program.
2. It has the highest per capita income of all the
states.
3. It is densely populated so that no area is more
than 20 miles from the nearest source of medical care.
4. It ranked among the top ten states in per
capita expenditures.
5. It has a network of home health agencies that
conduct child health clinics in nearly all the state's
169 towns.
6. It has free-standing clinics in several urban
areas.
7. It provides a high level of services through
Medicaid.
8. In 1972, the state had 168 physicians in
patient care per 100,000 population as opposed to 130
for the United States as a whole.
9. The state laws require physical examinations
for all school children every three years.10.It is among the few states in which all
hospitals are accredited (Foltz, and Brown, 1975).
Data for the study were collected by interviewing
state, regional and federal officials, examination of
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governmental documents, interoffice memoranda,
newspaper clippings, and journal articles. In the
summer of 1974, 30 agencies, which as of December 31,
1973 provided the EPSDT services under contract with
the Welfare Department, were surveyed. Also, a
questionnaire was mailed to 30 provider agencies
comprising seven local health departments, 21 official
and voluntary public health nursing agencies, one
free-standing clinic, and one hospital requesting
information on the scope of the agency's preventive
child health services, the origin of its involvement in
the EPSDT, the impact of the program upon its services
and staffing patterns, and the number of the Title XIX
children referred by the Welfare Department.
In addition, directors of 13 agencies of varying
size, type, and geographic locations were interviewed
on how and why they decided to sign an EPSDT contract,
what their relationship with the state health and
welfare departments were, and what problems and/or
benefits had resulted from the EPSDT program (p. 632).
Several non-providers were also interviewed to find out
why they had not signed a contract.
The study indicated that the EPSDT amendments to
Title V and Title XIX (Medicaid) were ambiguous on
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administrative responsibility, costs, eligibility, and
scope of services. Subsequently, Foltz and Brown
contended that in framing the EPSDT legislation.
Congress did not specify which agency was responsible
for carrying out the program and also failed to address
the issue of costs and financing of the program,
eligibility and scope of services to be provided. Thus,
the EPSDT fell heir to these ambiguities (pp. 631-632).
The findings of the study were that:
1. The EPSDT fell heir to the problems of Medicaid.
2. The EPSDT program had little impact in that
less than five percent of eligible children were served.
3. State policies which contravened Federal policy
precluded effective resolution of the legislative
ambiguities.
4. There were no sufficient outreach activities
because of the welfare department's failure to engage
in outreach.
5. The agencies which signed EPSDT contracts did
not abide by the contracts, nor did the welfare monitor
adherence.
6. Welfare department did not fulfill its
contractual responsibility to ensure that children were
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brought into the program, were screened, and also
received diagnosis and treatment.
7. Local agencies receiving EPSDT reimbursement
did not serve a greater number of children; rather,
EPSDT money went to cover the rising cost of existing
Medicaid services and to pay for the additional
clerical expense involved in billing welfare.
8. The organization of health services remained
unchanged. By choosing providers who would do
screening only, welfare perpetuated the fragmentation
of health care. To carry out the intent of the EPSDT
would have required restructuring health services in
order to provide for proper referral and follow-up.
9. Federal policy conflicted with state policy
which, in a period of governmental austerity, set very
low priority on the provision of health services for
poor children because it is of low political salience.
In 1976, a study was conducted by the Southern
Governmental Monitoring Project (SGMP), an organization
formed in 1973 for the purpose of monitoring the manner
in which state and local governments operate federal
programs in the South. During the summer of 1975, the
SGMP surveyed the implementation of the EPSDT program
in 23 communities in eleven southern states in relation
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to the minimum statutory requirements of the program
such as: (a) informing eligible families of the
availability of the EPSDT, (b) providing screening
services, and (c) providing diagnostic and treatment of
problems discovered through screening (Gilliard,
1976). The rationale for the study was because
southern communities and their institutions have a
history of providing inadequate health care for many of
their citizens (p. v).
In confirming this belief, Gilliard, the author of
the project report, indicated that:
In almost every community, our investigators found
evidence of bureaucratic and political resistance
to meeting the health needs of the program's
relatively small target population: young people,
under 21 years of age, who are eligible for
Medicaid. Our findings mirrored the history of the
program. Neither HEW, our state public health
agencies, nor the medical profession was in a hurry
to bring more people--even those whose unmet health
needs would have the gravest consequences in the




. We are developing medical histories on
individuals who might never have any contact
with health providers except in emergencies;
but we are not getting this information
systematically to the doctors--if there are
any--who will treat them.
. We are discovering in young people disorders
that might have gone unnoticed before; but we
are not insuring that these patients—even
where treatment is in theory available--have
transportation to treatment facilities.
. We are finding sickle cell anemia carriers
among poor black youth; but we are not
systematically notifying them or their
parents that they need counseling, nor are we
taking positive steps to insure that they
receive such counseling.
. We are beginning to find more people in the
Medicaid-eligible segment of the population
who need care; but we are not providing the
doctors (or other health professionals) to
make such care available (pp. iv-v).
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Other findings were:
1. With the exception of providing eyeglasses,
hearing aids and minimum dental care, the final
regulations limited treatment under EPSDT to
services already included in the state plan for
Medicaid.
2. Birmingham, Alabama; New Orleans, Louisiana;
and Charleston, South Carolina have used
television spot announcements as a supplemental
means of notification.
3. Little Rock, Arkansas; McDonough, Georgia;
Monroe, Louisiana; and Austin and McAllen,
Texas employed special outreach workers who
personally visited eligible families and
informed them about the program.
4. Norfolk, Virginia was the only area studied
that did not have a means of systematically
informing all eligible families about the
program.
5. In spite of the regulations that "necessary
transportation of recipients to and from
providers of services" be provided by the
state, there were no transportation to
screening and treatment facilities in some
states.
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6. The present EPSDT program does not, and
probably cannot, provide the level of health
care to poverty-level children that was
originally envisioned in the legislation (pp.
11-34).
In 1977, a study was conducted by the Children's
Defense Fund of the Washington Research Project, Inc.
It was conducted to find out whether the EPSDT program
had fulfilled its promise of providing quality health
to poor children (p. 28). In carrying out this study,
six questions were asked. The researchers believed
these questions to be basic to their study.
They were: (a) whether the program was
administered and enforced in such a way to assure
children the benefits to which EPSDT entitled them, (b)
the extent to which the EPSDT was reaching children who
needed its services, (c) whether children's health
problems were being identified by screening, (d)
whether the necessary diagnoses and treatments were
being provided, (e) whether the developmental
assessment part of the program was working and whether
it was finding and helping children with developmental
needs, and (f) whether EPSDT was linking children to
sources of continuing health care (p. 28).
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Five states were chosen for this study. In each of
the five states, a county was selected as a study
site. For instance, in New Jersey, Essex County
(Newark) was selected, followed by Florence County,
South Carolina; Genesee County, (Flint), Michigan;
Oktibbeha County, Mississippi; and Suffolk County (East
Long Island) in New York (p. 28).
These states and their respective counties were
selected because of a confluence of factors. Some of
these were: (a) demographic and geographic
characteristics, (b) the way Medicaid and EPSDT were
designed, (c) urban and rural populations, (d) areas
with medical resources, and areas with insufficient
resources, (e) ethnic and racial mixture, (f) the role
of local welfare and health departments in carrying out
the program, (h) the levels of consumer involvement,
and (i) history of the implementation of the EPSDT
program (pp. 28, 200).
Data for this study were collected through the
review of laws, regulations, guidelines, and federal
and state policies governing how the EPSDT program was
supposed to work (pp. 28-29). In addition, the
researchers interviewed parents, program
administrators, physicians, dentists, nurses, state and
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county Medicaid agency personnel, staff at neighborhood
clinics, hospitals, outpatient departments, welfare
agencies, schools Head Start and other child care
centers and community organizations (p. 200).
The methodology used in this study was based on
review of the EPSDT penalty assessment, state manuals
for EPSDT, official memoranda describing how the
program was supposed to work, state Medicaid plans,
statistics on EPSDT services, and special descriptive
and analytical reports (pp. 199-200),
The findings were that:
1. Many needy children were not reached by the
EPSDT program.
2. While screening uncovered a host of unmet
health needs, screens were often incomplete and
inadequate.
3. Many children did not receive the diagnosis and
treatment they were found to need.
4. The capacity of EPSDT to find and help children
with developmental problems was limited,
5. EPSDT rarely link children to an ongoing source
of primary health care.
6. Federal support and leadership in implementing
EPSDT have been minimal in that federal enforcement has
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not been effective in assuring eligible children get
the benefits to which they are entitled (pp. 29-35).
The effectiveness and efficiency of the EPSDT
program is further questioned by Currier in an article
entitled, "Is Early and Periodic Screening, Diagnosis,
and Treatment (EPSDT) Worthwhile?" (1977) . He evaluated
the EPSDT program in order to find out whether it was
designed to alleviate fears of checkups or to discern
ills. He asserts:
Of the $188.5 billion Americans spend on health
care each year, $15-20 billion are spent on annual
and semiannual checkups. Physicians, hospitals,
health organizations, labor unions, and
corporations promote checkups as an indispensable
tool in safeguarding health, and even our
Presidents submit to annual checkups in keeping
with a longstanding American tradition. And that
in spite of the fact that some physicians consider
annual checkups a waste of time. Early and Periodic
Screening, Diagnosis, and Treatment (EPSDT) fits
into this American custom of periodic checkups.
Furthermore, Dr. Russell Roth, a urologist and former
American Medical Association (AMA) president is quoted
to have said that in 35 years of routine rectal
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examinations, he found only one patient with an ailment
that was alleviated by early treatment (527). On the
basis of that testimony, Currier wanted to find out if
the EPSDT program is based merely on a popular belief
or on a demonstrated value in that where 13 to 18
percent of health care dollars are spent on routine
examinations, prudent planners should question the cost
and benefits of such a program if "we are to make the
best use of limited health care resources" (p. 527).
He cited a 20-year cost-benefit study conducted at
the University of Texas in 1974 which was based on the
presumption that substantial savings could result in
five areas over a 20-year period if the EPSDT program
is effectively introduced nationally (p. 530). The
five areas were identified as follows: (a) mortality
of infants ages 0-1, (b) mortality of young persons
ages 1-21, (c) rehabilitation costs for chronic
diseases, (d) costs of physicains visits, and (e)
hospitalization costs. The study indicated that the
cumulative gross dollar savings from the reduced
mortality in infants ages 0-1 year resulting from the
EPSDT for a 20-year period could be $30 billion; 1-21
years of age, $7.4 billion; rehabilitation for chronic
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diseases, $434 million; physician visits, $459 million;
and reduced hospitalization, $1.6 billion (pp. 530-531).
He described the EPSDT program as practiced in
Sweden and the State of Michigan and pointed out that,
screening of apparently well persons as practiced in
the EPSDT programs such as: health history, physical
assessment, check on immunization status, and tests can
be conducted by a nurse or a paramedic where it costs
little than by a physician since it is not intended to
diagnose illness or initiate treatment (p. 527).
Furthermore, he indicated that in Sweden, the EPSDT
program is free and "voluntary multiphasic screening"
is provided to all children four years of age. But the
Michigan EPSDT program is the responsibility of the
Department of Social Services and was initiated in
1973. As of October 1976, 425,000 persons had been
screened, representing 10 percent of all Medicaid
screenings in the United States (p. 531).
This number is said to be contingent upon two
factors: (a) considerable effort was made to hire
members of minority groups to do the outreach work and
(b) the local agencies hired teams comprised of one
nurse, two technicians, and one clerk to operate the
clinics and conduct assessments. Since January 1, 1976,
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72 teams were reported to have operated in 114
locations of the 83 counties (p. 532).
The findings were that:
1. Where more intensive outreach was initiated,
more children of long-term welfare recipients were
recruited.
2. A drop of 13 percentage points occurred in the
referral rate among those who were screened a second
time or more.
3. Parents with children 6-12 years old were much
more anxious to bring those children for re-screening
than children of other age groups.
4. Teenage boys were uncomfortable with
clothes-off physical examinations by nurses.
However, he cautioned that a drop in the referral
rate for a six months period from January to June, 1976
cannot be considered as definitive evidence that the
program was really successful in finding and treating
children with health problems examined.
Given this low impact, the EPSDT program is
believed to be a failure in not reaching the eligible
children in the State of Michigan for whom it was
designed. According to Currier (1978), Representative
John Moss remarked that "EPSDT is potentially the most
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important long-term cost effective health care program
. . . that is a failure because only 15 percent of the
12,000,000 eligible children in 1975 were screened"
(p. 19). In addition, the proponents of the Child
Health Assessment program (CHAP) suggested that to
improve the EPSDT program, it should be replaced with
CHAP on the premise that: (a) EPSDT was a failure in
not reaching 70 percent of those eligible, (b) it
failed to provide care for 22 percent of the children
screened, and (c) it failed to grant eligibility to an
estimated 700,000 children under six because the father
was present in the house, even when the family income
was below maximum levels to quality for Medicaid
(p. 19).
Since the CHAP proposal did not provide ways
whereby the 70 percent eligible children alleged to
have been neglected by the EPSDT could be reached, an
experiment to test different administrative models in
three areas for a six month period, to see if different
results could be obtained and to use the most effective
model county-wide, was to be introduced. On the other
hand, since 57 percent of all Medicaid-eligible
families in the state reside in Wayne County, with a
population of 200,000 of 0-21 years of age or 260,000,
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based on a 30 percent turnover each year, that area was
subdivided into six regions (p. 19). Before the
introduction of the administrative models, only 7 out
of the expected 18 clients were reported screened per
day in the 23 clinics; and in the fiscal year, the
county screened only 12 percent of the 260,000,
contrary to the state's goal to screen one-half of the
population each year (p. 19).
On the basis of the search for means to address the
outreach problem, three administrative models
incorporating different arrangements for operating the
EPSDT program were introduced in three areas. The
three pilot projects were: (a) a centralization in
public health model. Introduced in the Temple district
on the basis of insufficient involvement of health
professionals in the EPSDT program outreach; (b) a
liaison model, introduced in the Northwest Clinic as a
result of its heavy schedule of appointments and
misappointments; and (c) a collocation model,
introduced in the Detroit Hamtramck Clinic due to
serious communication problems between workers (p. 56).
The centralization in public health model involved
two agencies: the Michigan Department of Public Health
(MDPH) and the Department of Social Services (DSS).
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While the MDPH was responsible for health screening,
the DSS was responsible for getting the EPSDT clients
to the clinic. In carrying out this experiment, six
coordinators, eighteen outreach workers, and one
supervisor were transferred from the Temple district
DSS office to the DPH headquarters where they received
training on the outreach services of the EPSDT program,
and also worked in close contact with the EPSDT
coordinating nurse in scheduling appointments for the
five clinics in the Temple district (p. 56).
With respect to the liaison model, a liaison or
worker was assigned exclusively to work with clients
through letter, phone and personal contact from
scheduling the time of appointments to ascertaining
that assistance is rendered with problems interferring
with the screening appointment. Finally, in the
collocation model, one service worker and four service
aides were assigned to be housed in the same building
in which the screening clinic was located. One aide
was assigned to drive a car to provide transportation
as needed. Outreach workers were placed under the
joint supervision of DSS and DPH personnel. The DSS
supervisor supervised the workers on all personnel
matters such as: timekeeping, service rating, and
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disciplinary actions while the DPH supervisor was
responsible for the day-to-day job related activities
(p. 59). Parkside Clinic, a control model from which
DSS staff made appointments from their office, remote
from the screening location, was used as a comparison
group to test the effectiveness of the three
experimental models (p. 60).
Findings from the experiment indicated that the
collocation model was the most efficient administrative
arrangement in terms of using appointments available.
Both the liaison and collocation models indicated
improved show for clinic appointments: 56 percent for
the liaison model, and 7.5 percent for the collocation
model as compared with 26 percent for the
centralization model and 34 percent for the control
group (pp. 56-60). The following conclusions were made:
1. That to achieve the goals of fostering the
value of health enhancement in an unresponsive
population, public health administrators must draw from
many fields of study.
2. That the process designed for achieving the
goals of the EPSDT must aim at integrating private and
governmental resources.
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3. That training outreach workers must not be done
on a purely theoretical basis, but must be in terms of
a specific area in which the work will be done.
4. That research on conditions, subculture, and
the educational level of the target area must be taken
into consideration in planning approaches for effective
outreach.
5. That outreach workers should be skilled as
health educators and community leaders.
6. That outreach workers, joined with screening
staff, can provide a permanent linkage with a health
care system where formerly physicians served as that
link (p . 60) .
In 1979, a study was conducted at the University of
California by a group of researchers on the progress
made in the implementation of the EPSDT program in 51
states and territories. The goals of the EPSDT program
as cited were: (a) to improve children's health, (b)
to promote preventive medicine, (c) to search out
eligible children, (d) to inform and encourage
participation in the program, and (e) to require state
programs to arrange for screening, referral, diagnosis
and treatment (Chang, Goldstein, Thomas, and Wallace,
1979). The purpose of the study was to survey the 51
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states and territories since 1976 to determine the
progress toward implementation of the EPSDT on a
nationwide basis and to determine the extent of
implementation in each state. Specific objectives of
the study were: (a) to determine the state agency with
overall responsibility for EPSDT, (b) the setting of
standards and guidelines under EPSDT, (c) the
participation of health consultants and other health
agencies, (d) the proportion of the eligible population
that has been served, (e) the expenditures in EPSDT,
(f) the content and extent of services, (g) the types
of providers and an assessment of their participation,
and (h) the problems in the EPSDT programs and
recommendations to deal with problems (p. 454).
The methodology of the study consisted of a nine-
page questionnaire developed, pretested, and mailed
with a cover letter to the 51 states and territories to
be completed by the agency directors identified by the
Regional Office of the EPSDT Coordinator and the
Department of Health, Education and Welfare as the most
responsible for the state administration of the EPSDT
program. Besides the questionnaire, additional data on
the state EPSDT program were collected from the
national office of the Medical Services Administration,
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Social and Rehabilitative Services, of the Department
of HEW (p. 454).
Apart from the initial mailing of the
questionnaires in the summer of 1976, two subsequent
follow-up mailings were done in the fall of 1976. In
response, 52 forms were returned constituting a
response rate of 96.3 percent. This included 49 states
and 3 territories with exception of one state which
indicated that it had not yet implemented the EPSDT
program. As such, the data reported were based on 50
states and territories having the EPSDT program. In 33
states the responsibility of the overall EPSDT program
was reported to be in the welfare or social services
agencies such as the Department of Welfare, Department
of Social Services, Department of Human Services and
the Department of Human Resources; in 17 states in the
Department of Health and the Department of Social
Services; and in the remaining state, a Medical
Commission was responsible for the EPSDT program
(p. 454).
With respect to the establishment of standards and
guidelines in the state EPSDT programs, 44 states
reported the involvement of health professionals
outside of the state agency in setting standards and
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guidelines for the EPSDT program; 36 reported the
participation of the state chapter of the American
Academy of Pediatrics; 28 states reported the
participation of the State Idedical Society; and three
states reported not establishing standards and
guidelines. There was no information on four states.
Children eligible for the EPSDT program in the 50
states and territories in 1975 were reported to have
numbered 9,771,683. Of this number of children,
1,813,886 or 18.6 percent were screened. The percent
screened varied from a low of one percent to a high of
80 percent of the states' eligible children. Forty-nine
states with referral services were reported to have
referred 799,886 children or 46.9 percent out of the
1,705,250 who had received the initial screening. The
other two states reported not having referral services
(p. 454).
There were varying services of health consultants
in the state studies. For instance, about all the
states reported using a variety of health consultant
services in the EPSDT program ranging from
pediatricians, nurses, social workers, nutritionists,
dentists, audiologists, psychologists, and optometrists.
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Two states were reported as not having health
consultants.
The EPSDT program expenditures for 41 states were
reported to be $38,921,416 for screening 1,399,990
children, or an average cost of $27.80 per child
screened (p. 455). There was no information on the
total cost for screening, referral, diagnosis and
treatment per child because five states did not report
their expenditures in 1975.
Problems uncovered during this study were as
follows: (a) insufficient providers were cited by 10
states, (b) under-utilization of the EPSDT services,
(c) poor coordinations of the EPSDT program in the
public agencies, (d) high rate of broken appointments,
(e) insufficient outreach activities, (f) inadequate
follow- up activities, (g) insufficient specialist
participation, (h) insufficient staff in agency, (i)
insufficient preparation of staff in agency, and (j)
difficulty in complying with federal requirement.
Finally, the study concluded that the major problem is
that less than 20 percent of eligible children and
youth have actually received the preventive health
services; and that this fact alone, almost ten years
after the enactment of the EPSDT legislation, has made
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the EPSDT program the prime target of criticism by
Congress, by health professionals, by the press, by the
advocacy groups, and by the mass media (pp. 456-A57).
In Adams (1980), the EPSDT program is considered to
be a failure by many. Some feel that the program
should be abandoned completely; they argue that any
attempt to have a comprehensive child health program
for the United States on the existing program structure
is doomed to failure (p. 484). Recognizing the
significant shortcomings, coupled with experience in
several states which identified several negative
aspects of the EPSDT, the U.S. Office of Education and
the Health Care Financing Administration recommended
that the EPSDT program be made accessible through
schools (p. 484).
The apparent reasons for the statement by the
government agencies were: (a) due to the grossly
underserved target population, (b) as far back as 1977,
reports indicated that fewer than 2 million of the 13
million eligible children were screened each year, (c)
screenings were more general to the younger children
and, as such, failed to consider special needs of
adolescents, (d) EPSDT was ill-equipped to pick up
mental and developmental problems, and (e) failure to
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outreach or link children to an ongoing sources of
health care (p. 484).
A study by Reis, Pliska, and Hughes (1984) examined
a series of six EPSDT demonstration/evaluation (D/E)
projects in order to learn how to provide preventive
services for poor children participating in the EPSDT
program. These projects were sponsored by the Health
Care Financing Administration between 1972 and 1979 at
a proximate cost between $300,000 and $500,000 (pp.
222-224). Since the Medicaid program had never before
assumed managerial responsibility for contacting
potential clients and arranging for support systems,
the demonstration/evaluation projects were seen as a
source of importance and new information.
In all, 32,575 children participated in these
projects over an eight-year period. The participating
families were informed about the program through a
variety of outreach methods including phone contacts,
letters, and home visits by community members (p. 224).
The project sites were chosen on the basis of the
interest by the community to participate in such
improvement in the delivery of preventive child
health. The Health Care Financing Administration
officers identified these communities by contacting the
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49 state Medicaid offices using the personnel at the
state level for negotiations with the community leaders.
A combination of the six demonstration projects
from which the data on the impact of services
evaluation were drawn are listed in Table 12.
The findings were that:
1. Self-selection into and out of the treatment
posed a major methodological problem.
2. The data on the range and number of conditions
found in screening, and the children's prior history
with preventive care strongly suggest that the projects
were successful in uncovering unknown and/or untreated
conditions requiring care.
3. The majority of the participating children with
problems were not receiving medical attention.
4. The feasibility of generalizing from the D/E
participants to the child population within sites, as
well as comparing findings across sites, was hampered




Demonstration/ Tbtal Hrber of
Evaluation Projecti Major Objectives Eligible Children
The Ihtlonal Child Care Association
EPSDT Demonstration Project,
Washington, D.C. (M3KA)
(Dickson, Balfour and Ballard,
1978, pages 1-250)
lb Investigate delivery of complete




Q\lld Health In A Trl-Ethnlc
Rural Area, Checkerboard area.
New Mexico (Trl Ethnic)
(DovLs and Dldcscxi, 1979, pp. 1-235)
1b provide a mobile unit to screen
and treat children to develop qulcdc
and simple screening procedures.
1,028
(school population)
Contra Coasts, California EPSDT
Demonstration Project (Contra
Coasts) (Dickson and M^in,
1978, pp. 1-138)
To develop a cxie-step service model
for delivering ccnpr^iensive




EPSDT In an Urban Setting,
Dallas, Texas (Dallas)
(Dldcson and Martin, 1978,
pp. 1-138)
1b Investigate the willingness and
Intent of the total population to
participate In the EPSDT prograi.
Tests of variations on recruitment,
screening, and monitoring activities.
16,500
16,500
The Barrio Comprehensive Child
Health Care Center, San
Antcxila, Ihxas (Barrio) (Dlckscxi,
Balfour and Ballard, 1978, pp. 1-67)
1b tsxlertake EFSDT case findings and
to develop case monitoring.
15,000
EPSDT Pierce County Washington
Demonstration EVoject
(Pierce County) (Dickson and
Martin, 1979, pp. 1-215)
To implement an aggressive &)llow-up
program to assure diagnosis and
treatment of problems fotitd In
screening.
14,881
lihe abbreviated titles for eatli demonstration/evaluation report used to represent the
projects In the remainder of the test In tables are given In parentheses.
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A study to evaluate the effectiveness of the EPSDT
program outreach activities in Maine was conducted by
Jones and Nickerson (1981). Mrs. Ednamae Jones is the
EPSDT Coordinator, Bureau of Medical Services,
Department of Human Services, State House, Station 11,
Augusta; and Dr. John M. Nickerson is a Professor of
Political Science at the University of Maine in Augusta
and a member of the graduate faculty in public
administration at the University of Maine in Orono.
Maine's EPSDT program provides outreach and case
management services through contracts with 13
community-based agencies. These agencies are
reimbursed on a cost-related basis for contacting new
and re-eligible Medicaid families to inform them about
the EPSDT services and to enroll children in the
program. After the eligibility determination, these
agencies both informed families in their own homes and
also notified them by mail when periodic screening was
due. Moreover, individual children were followed
through the screening processes by the agency's staff
to ensure that they obtained the needed services
(p. 68).
In order to evaluate the effectiveness of the EPSDT
program outreach in Maine and to compare it with the
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program costs, a modified single group time series
design was used. This design permitted examination of
the impact of changes in program procedure and
cost-finding methods. Data for state fiscal year (SFY)
1980 were included to provide a baseline for
examination of the effectiveness of the outreach
efforts. But data were not included in the examination
costs. The 1979 federal regulations mandating that 95
percent of all new and re-eligible families be informed
through a personal interview in their own homes within
60 days after their eligibility determination provided
the basis for the evaluation (p. 70).
Two situations which produced a large number of
families who technically should be informed
face-to-face were reported. These were: (a) some
families lose eligibility because they missed the
dateline for filing forms for recertification to be on
the program and (b) medically needy recipients seldom
remain eligible for long periods. Since the department
viewed informing these re-eligible families as an
excessive burden on the outreach system, the EPSDT
coordinator decided that families who had been
ineligible for less than 6 months not be informed
face-to-face (p. 70).
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To ease contact with the eligible children and
families, printouts of the new and re-eligible families
were sent by the Department of Human Services (DHS),
the state agency administering the EPSDT program, to
the 13 local community-based agencies for the families
to be informed. Within 14 days to the 60-day informing
period, the results of the agencies' informing efforts
were reported to the state's central office. Families
informed face-to-face were designated as participating,
as requesting EPSDT services, as having declined EPSDT,
or as being undecided about their participation. A
participating family was defined as one in which one or
more children have received EPSDT services or one that
can be tracked under the periodic schedule during its
current period of eligibility and has not declined
future EPSDT services (p. 70).
Also, the department undertook a three-step
examination of new and re-eligible families to obtain a
clear picture of the outreach workload, the trends in
the size and composition of the caseload, and the
extent that outreach objectives had been met. To
evaluate the effectiveness of outreach efforts, the
trends in informing families about EPSDT and enrolling
children in the program were examined. The first two
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steps in examining effectiveness of the EPSDT program
outreach efforts involved measuring the results of
information efforts against the federal standards of
informing 95 percent of the families within 60 days of
eligibility determination. In the third step,
attention was focused on the second objective of
outreach, that of enrolling children in the program.
Enrolling children was defined as receiving a request
for EPSDT services or tracking participating children
under the periodic schedule. The assumptions were made
that families who were informed frequently may be more
inclined to accept the preventive health concept, and
that those families who were previously eligible may
have received EPSDT services and could be traced for
future services. Secondly, the percentage of families
informed face-to-face increased each year at a slower
rate than the percentage of families who were enrolled
(p. 72).
In the cost-effectiveness part of the study, three
steps that paralleled the effectiveness part of the
study were examined. These were: (a) identifying
agency workload and determining statewide unit of
service cost, (b) calculating total costs and unit
costs of informing families face-to-face, and (c)
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comparing the trends in effectiveness with trends in
efficiency. Major activities performed by all local
EPSDT agencies which were reported consistently to the
state were isolated.
The sum of the number of families to be informed,
the number of children due for screening, and the
number of children for whom screening had been
requested were defined as an agency's workload. The
workload totals for each state's fiscal year
represented output in the ratio of output to input.
Costs of informing could not be isolated because
outreach workers did not keep detailed time records.
Nevertheless, the total costs and unit costs of
informing families were calculated (p. 73). Although
the means of the agencies' unit costs, the ranges,
standard deviations, and variances were calculated for
each year, they were used in comparing each of the
agency's cost from year to year with each other and
with statewide data.
Unit costs of informing were obtained by dividing
the total costs of informing families by the number of
families informed in a face-to-face interview (p. 73).
It was observed that the costs per year and the
number of families informed (effectiveness) increased
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in SFY 82 and then decreased in SFY 83 and 84. Except
for SFY 82, the percentage of change for costs has been
greater than the percentage of change in the number of
families informed. While the number of families
informed increased in SFY 82 and then decreased in SFY
83 and 84, the percentage of families informed
face-to-face increased by 3.42 percent in 1982, 4.72
percent in 1983, and 1.29 percent in 1984. The
cost-effectiveness of informing families through a
face-to-face interview also increased. That is, the
informing unit costs decreased 1.45 percent in SFY 82,
5.05 percent in SFY 82, and 5.34 percent in SFY 84,
indicating that agencies are becoming more effective
and more efficient over time (p. 74).
The findings were that:
1. Although the percentage of families informed
through face-to-face interview has increased from 74.5
percent in SYF 80 to 88.56 percent in SFY 84, the 95
percent informing standard set by the 1979 Federal
regulations was not attained.
2. Extremely mobile families may prevent staff
from attaining higher percentages of face-to-face
informing.
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3. Personal contact with families in their own
homes increase the likelihood of their children's
participation in EPSDT.
4. Alternative outreach methods such as informing
families by telephone and changing the reporting
results from "families" to children should be employed.
Another source indicated that even though the EPSDT
program was implemented to provide early case finding
and to facilitate access to medical care for children
from low-income families, the EPSDT program has failed
to "ignite the interest of professionals, to capture
the attention of parents, or most important, to provide
comprehensive services to children " (Margolis and
Meisels, 1987). Spurred by this premise, a study to
examine barriers to the effectiveness of the EPSDT
program for children with moderate and severe
developmental disabilities was conducted in Michigan in
1987.
The methodology of this study was based on the
recruitment of children from eight Intermediate School
Districts (ISD) which served 134 local school districts
in nine of Michigan's 83 counties. These counties were
selected for the study because they represented a wide
range of socioeconomic, racial and ethnic, and urban
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and rural conditions in the state. Letters of
recruitment were sent to parents of 2,362 children 10
years of age or younger, whether or not they had used
Medicaid or EPSDT, in the following programs for
moderately and severely handicapped children. These
were: (a) preprimary imparied, (b) trainable mentally
impaired, (c) severely mentally impaired, (d) severely
multiply impaired, (e) physically impaired, and (f)
austically impaired (p. 425). The reasons for this
design were that: (a) the ISO records did not
ordinarily identify which children were Medicaid
recipients and (b) in the cases where such designation
was made, solicitation of informatiom from Medicaid
recipients without their prior permission could have
violated confidentiality.
Completed questionnaires were received from parents
of 281 children, representing approximately 39.6% of
the eligible population. Fifty-six parents of the
sample (N = 158) had participated in the EPSDT, while
the balance (N = 123) were eligible but had never
undergone the EPSDT screening (p. 425). Findings led
to the following conclusions:
1. EPSDT was not effective in early case-finding.
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2. Children who used the EPSDT program did not
differ from the non-users in terms of their age at
diagnosis, the professional source of diagnosis, or the
availability of a physician for either routine or
specialty care.
3. Many of the required EPSDT screening tests were
not administered to the Developmentally Disabled (DD)
children.
4. The developmental screening instrument used by
most EPSDT programs were faulty.
5. The EPSDT program did not facilitate access to
medical care for children with moderate and severe
handicaps in that DD children referred by the EPSDT
because of an identified problem were no more likely to
visit a physician during the following year than were
screened children who were not referred for follow-up.
The study discovered potential barriers which
impede the efficacy of the EPSDT program. These are:
1. The content barrier: referred to as the
structural features of the EPSDT program itself, design
and organization of the screening procedures to the
needs of the target population
2. The facilities-personnel barriers: the lack of
public awareness and inability of the personnel in
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local EPSDT programs to find and enroll eligible
children, and the problem of implementing the EPSDT
program by many different providers in a variety of
administrative and physical settings.
3. The referral barrier: the lack of availability
and willingness of the Medicaid providers to deliver
follow-up care to children (pp. 426-428).





Gilliard’s study was cited earlier. It was
directed toward the monitoring of the EPSDT program in
the southern states. Hall evaluated the implementation
of the federal child health policy in selected health
districts in Georgia, and McGarity studied the client
participation in the EPSDT program in 30 counties.
McGarity's study is an unpublished Master's Thesis.
Dr. Hall's dissertation is also unpublished at the time
of this literature review.
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Nevertheless, several studies were reviewed
relative to the EPSDT program outreach. The
conclusions derived from these studies were that:
1. Many needy children were not reached by the
EPSDT program.
2. The EPSDT rarely links children to an ongoing
source of primary health care.
3. In spite of the regulations, there were no
transportation of clients to and from screening and
treatment facilities.
4. The EPSDT program had little impact in that
less than five percent of eligible children were served.
5. There were no sufficient outreach activities
because of the welfare department's failure to engage
in outreach.
6. Welfare department did not fulfill its
contractual responsibility to ensure that children were
brought into the program, were screened, and also
received diagnosis and treatment.
7. There was insufficient specialist participation
in the EPSDT program.
8. The majority of the participating children with
problems were not receiving medical attention.
1169.The 95 percent informing standard set by the
1979 Federal regulations was not attained.
10. Personal contact with families in their own
homes increased the likelihood of their children's
participation in EPSDT.
11. EPSDT was not effective in early case-finding.
12. The EPSDT program encounters problems of
complexities in developmental assessment, semantic and
professional confusion around the concept of screening
and diagnosis, and the question of confidentiality.
The effectiveness of outreach seems to be the key
to the EPSDT program. Without outreach services,
eligible children and families cannot be expected to
take advantage of the screening, diagnosis and
treatment provided for them. Therefore, it seemed
reasonable to study the effectiveness of outreach
activities.





Research methodology refers to the general strategy
followed in gathering and analyzing the data necessary
for answering the research question. It is the plan of
attack for the problem under the investigation (Ary, et
al., 1985, p. 26). This chapter presents the research
design, description of the setting, subjects,
population and sample, data collection instrument,
procedure, and statistical model for this study.
Research Design
For the study, a descriptive survey design
(proportional stratified sampling) was used. The
purpose of this study was to determine the
effectiveness of the EPSDT program outreach in
identifying the EPSDT clients, informing them about the
program, and providing support services to the clients
to enable them to participate in the program. The
utilization of a descriptive survey design allowed the
researcher to determine which of the variables relates




Fulton County is one of the 159 counties in
Georgia. It occupies 523 square miles, 120 miles of
which form the City of Atlanta; while 38 square miles
are incorporated areas, 365 square miles are
unincorporated.
Currently, Fulton County is governed by a Board of
seven Commissioners elected for four-year terms, with a
population of 611,200 people living in the county
(Atlanta Chamber of Commerce, 1987, p. 3). A County
Manager is the administrative officer. The community
is served by 41 radio stations, 24 AM and 17 FM. In
addition to WTBS, eight television stations provide
news, entertainment and educational programs to the
residents of Fulton and neighboring counties (Atlanta
Chamber of Commerce, 1987, pp. 18-19; Cohen Si Wolfe,
1987, pp. 9-24).
Although there are eight daily newspapers published
in Atlanta, two major newspapers--the Atlanta Journal
and the Atlanta Constitution--usually carry health
information edited by physicians replying to
correspondence concerning specific medical problems.
Occasionally, someone in the medical field is
interviewed concerning some noteworthy area of general
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interest such as: drug abuse, aids, teenage pregnancy,
and heart transplant on an irregular basis.
Atlanta, serving Fulton and neighboring counties,
is known to be one of the major medical centers of the
South. It has 63 licensed hospitals, 45 general or
limited services and 18 special, and a combined bed
capacity of 12,609. Physicians in the Atlanta area are
estimated to number 4,100 and dentists more than 1,350
(Metropolitan Atlanta Medical Facilities, Atlanta
Chamber of Commerce, 1987, p. 1-2).
There are 22 health centers in Fulton County. Out
of these centers, 12 were noted as having maternal and
family planning clinics. From these 12 health centers,
four were selected for this study. These are: (a)
Adamsville, (b) Neighborhood Union, (c) Roy McGee, and
(d) South Fulton (see Appendix C). They were selected
on the basis of having: (a) a high concentration of
people living on or below the poverty level, (b) noted
among the high risk areas, and (c) having a high infant
mortality rate.
The Adamsville Health Center is located in a quiet
and attractive area at 3699 Bakers Ferry Road in
southwest Atlanta. It has been in operation since
1960. The population of the area is 44,574, of which
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25 percent are believed to live on or below poverty
level. Adamsville Center has 39 members on its staff.
Out of this number, 10 provide EPSDT services at
various times, and one part-time EPSDT outreach worker
provides informing services for 20 hours per week.
The Neighborhood Union Health Center is located on
an elevated landmark at 186 Sunset Avenue in northwest
Atlanta. It is surrounded by houses and apartment
complexes. Neighborhood Union has been in operation
since 1966. Out of the population of 30,850 people, 38
percent are believed to live on or below the poverty
level. Neighborhood Union Center has a total of 28
staff members. Out of this number, one worker provides
EPSDT outreach activities on a part-time basis of 20
hours per week. Also, one clerk shares work with the
Techwood Health Center. A report from the center
indicated that there were eight positions that needed
to be filled, but that only four were actually filled.
The Roy McGee Health Center is also located on an
elevated landmark in a residential area at 406 Lawton
Street in southwest Atlanta. It has been in operation
since 1966. The population of the area is 42,940, of
which 27 percent are noted to live on or below the
poverty level. Roy McGee has a total of 17 staff
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members. Out of this number, one provides EPSDT
outreach activities on a part-time basis of 20 hours
per week.
The South Fulton Health Center is located at 1225
Capitol Avenue in southwest Atlanta. It has been in
operation since 1965. The population of the area is
19,680, out of which 52 percent are believed to live on
or below poverty level. South Fulton has 11 people on
the staff with one part-time EPSDT outreach worker who
provides service on a part-time basis of 20 hours per
week. Services provided by these four are:
1. Immunization screening
2. Blood pressure monitoring
3. Metabolic screening
4. Child health assessment
5. WIC recertification and WIC voucher issuance
6. Vision, hearing and dental services
7. Pill refill
8. Treatment for communicable diseases
9. Parent Intervention Project (PIP) (individuals
are taught the techniques of becoming parents)
10. Family planning assessments
11. Teen clinic on Mondays and Thursdays from 4-7
p .m.
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12. Health education and counseling from
13. Pregnancy tests
14. Follow-up evaluation of health referral
15. Maternal health assessment, and
16. Rap session with teenagers.
Table 13 summarizes the description of the setting,
showing the health center, year in operation,
population of the area, and percentage of people at or
below the poverty level.
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Table 13
Summary of t±ie Description of the Stvidy Setting







Adamsville 1960 44,574 257o
Neighborhood liiion 1966 30,850 38%
Roy McGee 1966 42,940 27%
Sout±i Rilton 1965 19,680 52%
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Subjects
The subjects consisted of the EPSDT eligible
children and parents or guardians who participate in
the program in Fulton County.
Population and Sample
A total of 1,293 subjects were ascertained from the
examination of the EPSDT follow-up cards (See Appendix
E). From the Follow-Up cards, the outreach workers
reported a total of 183 clients for Adamsville, 634 for
Neighborhood Union, 300 for Roy McGee, and 176 for
South Fulton Health Centers.
A random sample of 200 subjects was selected from
the population of 1,293. For instance, 14% of 1,293,
or 28 subjects were randomly selected from Adamsville,
49% or 98 subjects from Neighborhood Union, 23% or 46
subjects from Roy McGee, and 14% or 28 subjects from
South Fulton. Table 14 explains the sample selection
procedure for this study.
Data Collection and Instrument
The methodology used to collect data was a survey
questionnaire. The data collection instrument and
procedure are described in the following sections.
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Table 14
Sanqsle Selection Procedure for the Study






Adamsville 183 14% 28
Neighborhood liiion 634 49% 98
Roy McGee 300 23% 46




A questionnaire was developed with the advice of
the supervisor for the collection of data. Prior to
administering the questionnaire, it was pretested among
eight subjects to correct any problems that might occur
either due to coding or clarity. For instance, words
such as "reduction” and "therapeutic services" were
changed to "decrease" and "treatment," respectively. A
copy of the questionnaire was then sent to the Fulton
County Department of Public Health for perusal, and to
satisfy the condition under which approval to conduct
the study was granted. Two days afterwards, the
approval to administer the questionnaire to the
subjects was granted by phone. A copy of the
instrument is found in Appendix E.
Validity and Reliability of Instrument
Validity is concerned with the extent to which an
instrument measures what it is intended to measure. On
the other hand, reliability concerns with the extent to
which a measuring instrument is consistent in measuring
what it measures (Kerlinger, 1973, pp. 456-457; Leedy,
1980, pp. 24-25; Ary, et al., 1985, pp. 213-219; Downie
Sc Heath, 1974, pp. 243-249). Both validity and
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reliability refer to the information produced by the
measuring instrument.
For this study, the measuring instrument is a newly
constructed instrument in the sense that it has not yet
been repeated elsewhere. In order to establish its
validity and reliability, the following steps were
taken:
1. Face validity
2. Computer test or verification
According to Leedy, 1980, face validity relies
basically upon the subjective judgement of the
researcher. It asks two questions which the researcher
must finally answer in accordance with best judgement:
(a) Is the instrument measuring what it is supposed to
measure? (b) Is the sample being measured adequate to
be representative of the behavior or traits being
measured? For this study, face validity verification
was accomplished through the advice of the committee
members supervising this study.
Conversely, the reliability of the instrument for
this study was accomplished through computer test or
verification using the Kuder-Richardson Formula 20.
The results of the test is displayed in table 15.












Effectiveness .5177 .6563 .8814 .8825
Identification .5304 .6977 .8120 .8188
Informing .4392 .6065 .8283 .8457
Support Services .3679 .5439 .8643 .8649
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the reliability of the instrument can be determined
based on the inter-item correlation means of
effectiveness, identification, informing, and support
services subscales. The inter-item correlation means
for effectiveness, identification, informing, and
support services showed the inter-item correlation
means of .5177, .5304, .4392, and .3679, respectively.
Based on this result, it can be determined that the
reliability of the instrument is moderately high.
Similarly, the computer output of table 15 showed
the inter-total correlation means for effectiveness,
identification, informing, and support services
subscales of .6563, .6977, .6065, and .5439,
respectively. Based on this result, it can be
determined that the validity of the instrument is
moderately high.
Procedures
The following procedures were followed in carrying
out this research:
1. Two letters soliciting permission from the
Fulton County Department of Public Health were written
by two members supervising this study (See letters in
Appendix F).
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2. Authorization was also granted by phone from
the administrative staff of the Fulton County
Department of Public Health to conduct the research
project.
3. Literature pertinent to the study was reviewed,
summarized and incorporated into the dissertation.
4. The sample was randomly selected. That is,
since the EPSDT follow-up cards were numbered for the
purpose of this study, the numbers on the cards were
copied onto identical slips of paper and mixed together
in a container. From the container, the numbers were
picked. Subjects whose numbers on the EPSDT follow-up
cards corresponded with the numbers picked from the
container were given the questionnaire to complete.
5. Research assistants were selected and trained
to administer the questionnaire to the subjects.
6. Permission was obtained from the subjects to
participate in the study. In addition, instructions on
how the questionnaire should be completed were provided
in the first paragraph of the questionnaire.
7. Data were collected, compiled and computed.
8. The analysis of data and interpretation of data
are presented in Chapter IV of this study.
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Variables
In order to create a dependent variable
(effectiveness), the SPSSX compute command was used to
recode items 12 through 18 into a single variable known
as effectiveness. The same procedure was used to
create the independent variables (identification,
informing, and support services). In other words,
items 19 through 22 were recoded into the
identification variable, items 23 through 29 were
recoded into the informing variable, and items 30
through 40 were recoded into the support services
variable.
To determine the level of responses, a four-point
scale was used; 1 = Agree, 2 = Strongly Agree,
3 = Disagree, 4 = Strongly Disagree. Responses were
measured from high to low on the scale. That is, those
responses falling between one and two were interpreted
as high agreement or effective. On the other hand,
those responses above two into three and four were
interpreted as low agreement or "not effective."
Statistical Model
The Bivariate Correlational Statistics was used to
measure the degree of the relationships for the
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hypotheses 1, 2, and 3. Bivariate analysis allowed the
researcher to test the significance of Pearson's
Coefficient (Leedy, 1985, pp. 182-183). In addition to
the test of hypotheses, descriptive statistics were
used in relation to the demographic data. If
significant relationships were found between the
independent variables, and the dependent variable under
consideration, then the null hypothesis would be
rejected and the research hypothesis accepted.
CHAPTER IV
PRESENTATION AND ANALYSIS OF DATA
The purpose of this chapter is to present and
describe statistically the data from the questionnaires
returned by the 200 respondents selected for this
study. Next, the findings of the study are interpreted
and discussed.
Demographic Data
Each respondent in the research sample was
requested to provide the following demographic
information: county of residence, age, sex, race,
formal education, family's total yearly income, marital
status, living arrangement, number of children in the
family, health condition of the children, and the
health condition of the parents. The analysis of these










15 - 20 years old 25 12.5
21 - 27 years old 88 44.0
28-34 years old 64 32.0












Level of Formal Education;
8th Grade or Less 17 8.5
Some High School 35 17.5
High School 107 53.5
Some College 38 19.0
College Graduate 3 1.5
Family's Total Yearly Income:
Under $2,000 74 37.0
$3,000 - $4,999 73 36.5
$5,000 - $6,999 27 13.5











Headed by the Mother 153 76.5
Single Parent Family






1 Child 55 27.5
2 Children 57 28.5
3 Children 48 24.0
4 Children 16 8.0


















Do Not Know 2 1.0
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An examination of the data in table 16 revealed
that 200 or 100.0 percent of the respondents were
residents of Fulton County.
The data in table 16 also revealed that 25 or 12.5
percent of the respondents were between 15 to 20 years
old, 88 or 44 percent were between 21 to 27 years old,
64 or 32 percent were between 28 to 34 years old, and
23 or 11.5 percent were 35 years and older. Although
the EPSDT program was designed for children and youth
from birth to 21 years of age, parents or guardians who
provide care for their children participated in the
program.
The data in table 16 indicated that 14 or seven
percent of the respondents were males while 184 or 93
percent were females.
In table 16, 181 or 90.5 percent of the respondents
were blacks, 17 or 8.5 percent were whites, and 2 or 1
percent of the respondents were of other races. The
disproportionately low number of white participants in
the study does not suggest any racial predilections.
The area of Fulton County in which the study was
conducted was predominantly black.
An examination of the data in table 16 revealed
that 17 or 8.5 percent of the respondents were 8th
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graders or less, 35 or 17.5 percent had some high
school education, 107 or 53.5 percent were high school
graduates, 38 or 19.9 percent had some college
education, while 3 or 1.5 percent were college
graduates.
From the data in table 16, 74 or 37 percent of the
respondents had total yearly income under $2,000, 73 or
36.5 had total yearly income of $3,000 to $4,999, 27 or
13.5 had total yearly income of $5,000 to $6,999, while
26 or 13 percent had total yearly income of $7,000 to
$8,999.
According to the data in table 16, 155 or 77.5
percent of the respondents said they were single, 27 or13.5percent were married, and 18 or 9 percent
indicated "other." They may have either been separated
or had a different kind of arrangement.
Based on the data in table 16, 153 or 76.5 percent
of the respondents lived in homes where the mother was
the head of the household, 9 or 4.5 percent lived in
homes where the father was the head of the household,
26 or 13 percent had both parents living together, and
12 or 6 percent may have either lived with grandparents,
mother's boyfriends, or stepparents.
As indicated in table 16, 55 or 27.5 percent of the
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respondents had 1 child in the family, 57 or 28.5
percent had 2 children in the family, 48 or 24 percent
had 3 children in the family, 16 or eight percent had 4
children in the family, and 24 or 12 percent of the
respondents had more than 4 children in the family.
The respondents were asked to rate the health
condition of their children in general. The data in
table 16 revealed that 70 or 35 percent of the
respondents indicated that the health condition of
their children in general was excellent, 96 or 48
percent indicated that the health condition of their
children in general was good, 14 or 7 percent indicated
that the health condition of their children in general
was fair, one or .5 percent indicated that the health
condition of his/her child in general was poor, and 19
or 9.5 percent said that they did not know whether or
not the health condition of their children was
excellent, good, fair, or poor.
An examination of the data in table 16 revealed
that 56 or 28 percent of the respondents indicated that
their health condition in general was excellent, 120 or
60 percent indicated that their health condition in
general was good, 18 or 9 percent indicated that their
health condition in general was fair, 4 or 2 percent
indicated that their health condition in general was
poor, 2 or 1 percent Indicated that they did not know
whether or not their health condition was excellent,
good, fair or poor.
The means and standard deviation for effectivenes
of identifying, informing, and support services are
displayed in tables 17, 18, 19, and 20.
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Table 17
Means and Standard Deviation for Effectiveness Si;ft>8cale
Standard
Item Mean Deviation
One of the reasons why I am participating in
the EPSDT program is that I received health
education from the EPSDT outreach worter. 2.460 1.523
One of the reasons why I am participating
in the EPSDT program is that I was
informed by the EPSDT agency. 2.245 1.416
I received sufficient information about
the EPSDT program. 2.185 1.414
The purpose of the EPSDT program is to
maintain good health in children throu^
early detection of health problems. 1.790 1.197
EPSDT program means the decrease of physical
and mental disability by providing preventive






The goal of the EPSDT program is to bring
needed health care to those in need in their
early ages 0-21. 1.985 1.274
I believe the EPSDT program is effective




Means and Standard Deviation for Identification Siibscale
Standard
Item Mean Deviation
One of the reasons wtty I am participating
in the EPSDT program is that I was
identified by the EPSDT agency. 2.685 1.465
One of the reasons why I am participating
in the EPSDT program is that I was
identified by the welfare office. 2.505 1.432
One of the reasons why I am participating
in the EPSDT program is that I was
identified by the social worker. 2.995 1.290
One of the reasons why I am participating
in the EPSDT program is that l/my child was
identified by ny/his/her teacher. 3.115 1.204
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Table 19




I was informed about the EPSDT program
by receiving a letter in the mail. 2.725 1.156
I was informed about the EPSDT program
by receiving a telejAione call from the
EPSDT worker. 2.950 .976
I was informed about the EPSDT program
by a personal visit to our home by the
EPSDT worker. 2.650 1.223
I was informed about the EPSDT program
by a friend vho was on the program. 2.645 1.160
I read about the EPSDT program in a






I heard about the EPSDT program by
radio announcement. 3.140 .863
I heard about the EPSDT program by a
television announcement. 3.100 .874
1A7
Table 20




There is adequate babysitting arrangements
in my health center for participants in
the EPSDT program. 3.095 1.332
I have a convenient appointment schedule
Whenever I go to the health center. 2.115 1.224
The EPSDT worker helps me in making the
appointment schedule. 2.310 1.233
I don't have to wait too long to be seen
by a doctor/nurse/worker on niy appointment
day. 2.060 1.255
The EPSDT program worker gave me
instructions on the benefit of prevsitive







I was given a list of pltysicians/dentists
from which I can choose the one nearest
to me. 2.170 1.300
The EPSDT program worker explained to
me vhat health problem (s) could be
detected and how treatment could be
obtained under the EPSDT program. 2.120 1.262
I have dependable means of transport. 2.170 1.284
Sometimes I could not go to the health
center because I could not afford
transportation. 2.565 1.222
I was told by the EPSDT program outreach
worker that I could get bus fare if I
requested it. 2.855 1.412
I would prefer a case worker to give me
a ride to and fron the health center. 2.780 1.371
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In summary, the means and standard deviations of
all the subscales of the variables (effectiveness,
identification, informing, and support services)
generally fell within the range of two to three
indicating that the majority of the respondents tend to
lean toward disagreeing on the items contained in the
scale.
Tests of Hypothesis
With respect to the hypotheses, the three
hypotheses were concerned with the effectiveness of the
EPSDT program in identifying the EPSDT eligible
clients, informing them about the EPSDT program, and
providing support services to the EPSDT eligible
clients to enable them to participate in the EPSDT
program.
To test the hypothesis, the correlational
statistics was performed between the effectiveness and
identification, informing, and support services to
determine the degree of the relationship between the
dependent variable (effectiveness) and the independent
variables (identification, informing, and support
services).
As a decision rule, the .05 level of confidence was
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used in conjunction with the Pearson correlation
coefficient which is generally abbreviated as r. The
Pearson correlation coefficient r measures the
relationship between two variables. An r of ,8 and
above is considered a high coefficient. An r of .3 and
below is considered a low coefficient (Downie and
Health, 1974, p. 97). If the calculated value is
greater than the table value, the null hypothesis is
rejected. On the other hand, if the calculated value
is .05 or less than the table value, the null
hypothesis is accepted.
A bivariate analysis between the dependent variable
(effectiveness) and each of the independent variables
(identification, informing, and support services) was
performed. Table 21 shows the r coefficients obtained.
151
Table 21
Bivariate Analysis of the Dependent Variable
Effectiveness on the Independent Variables
Dependent Independent Table Pearson
Variable Variable Value r
Effectiveness Identification .521 .503
Effectiveness Informing .521 .357
Effectiveness Support Services .521 .475
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The results of the analysis is presented by the
hypotheses.
1. Ho: There is no significant relationship
between the effectiveness of the EPSDT
program outreach and the identification of
the EPSDT eligible clients.
HI: There is a significant relationship
between the effectiveness of the EPSDT
program outreach and the identification of
the EPSDT eligible clients.
The frequency and percentage of the responses on
the independent variable (identification) is displayed
in table 22.
An examination of the data in table 21 revealed
that r = 0.503 and p> .05. Based on the results of the
findings, the null hypothesis that there is no
significant relationship between the effectiveness of
the EPSDT program outreach and the identification of
the EPSDT client was accepted.
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Table 22




Strongly Agree 38 19.0
Disagree 92 46.0
Strongly Disagree 55 27.5
200 100%
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2. Ho: There is no significant relationship
between the effectiveness of the EPSDT
program outreach and the informing of the
EPSDT eligible clients about the EPSDT
program.
HI; There is a significant relationship
between the effectiveness of the EPSDT
program outreach and the informing of the
EPSDT eligible clients about the EPSDT
program.
The frequency and percentage of the responses on
the independent variable (informing) is displayed in
table 23.
An examination of the data in table 21 revealed
that r = .357 and p^ .05. Based on the results of the
findings, the null hypothesis that there is no
significant relationship between the effectiveness of
the EPSDT program outreach and the informing of the
EPSDT client was accepted.
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Table 23




Strongly Agree 8 4.0
Disagree 147 73.5
Strongly Disagree 39 19.5
200 100%
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3. Ho: There is no significant relationship
between the effectiveness of the EPSDT
program outreach and providing the support
services to the EPSDT eligible clients.
HI: There is a significant relationship
between the effectiveness of the EPSDT
program outreach and providing support
services to the EPSDT eligible clients.
The frequency and percentage of the responses on
the independent variable (support services) is
displayed in table 24.
An examination of the date in table 21 revealed
that r = .475 and p^ .05. Based on the results of the
findings, the null hypothesis that there is no
significant relationship between the effectiveness of
the EPSDT program outreach and providing support
services to the EPSDT clients is accepted.
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Table 24
Frequency Distribution Table of the Independent
Variable (Support Services) Subscale
Support Services Frequency Percentage
Agree 14 7.0
Strongly Agree 54 27.0
Disagree 96 48.0




Hypothesis one was concerned with the identification
of the EPSDT potential clients. Identification refers
to the official channels through which the agency
recruits the potential EPSDT clients into the program.
These channels include: the welfare office, agency
administering the EPSDT program, social worker,
teachers in day care centers, and the Headstart centers.
In the State of Georgia, the EPSDT program is
administered cooperatively by the Department of Medical
Assistance (DMA), Department of Human Resources (DHR),
Department of Family and Children Services (DFACS), and
the Department of Public Health (DPH) in Fulton
County. These agencies are also responsible for the
identification of clients.
Several sources in the literature (e.g., Foltze,
1982, p. 27; Hass 8t Scovell, 1977, p. 21; Manela, et
al., 1977, p. 10) support the importance of
identification or recruitment of the EPSDT potential
clients into the program. The fact that the poor are
believed to have difficulty in seeking and obtaining
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medical care, and in using it effectively prompted the
federal government to mandate organized and intensive
case-finding procedures. Furthermore, the poor are
noted to be skeptical about the value of prevention and
early sickness care because symptoms that do not
incapacitate them are often ignored (Hass & Scovell,
1977, p. 21).
As indicated elsewhere in the study, subjects were
asked to assess and/or determine how effective they
feel the identification aspect of the EPSDT outreach
was. Based on their responses, the findings were that
there was no significant relationship between the EPSDT
program outreach and the identification of clients. In
other words, 147 or 73.5 percent of the subjects said
that the program was not effective in the
identification of clients against 53 or 26.5 percent
that said that it was effective. These responses
concur with the findings in the review of the
literature that many needy children were not reached by
the EPSDT program because of the welfare department's
failure to engage in outreach; further, that the EPSDT
rarely links children to an ongoing source of primary
health care.
In hypothesis two, clients were asked to assess
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and/or determine how effective they feel the Informing
aspect of the EPSDT program outreach was, and the
medium through which they were informed. Informing
refers to the official means through which the agency
used in informing the eligible children and families
about the EPSDT program. These include mailing
information or letters, telephone calls, personal
visits by the EPSDT outreach workers to the homes to
explain the EPSDT program, newspaper announcements, and
radio and television announcements.
Subjects were asked to assess and/or determine how
effective they feel the EPSDT informing aspect was.
Based on their responses, the findings indicated that
there was no statistically significant relationship
between the effectiveness of the EPSDT program outreach
and the informing of clients about the program. In
other words, 186 or 93 percent of the subjects said
that the informing aspect of the outreach was not
effective as distinct from 14 or 7 percent who said
that it was effective.
Concern over the means with which the agency used
in informing clients revealed that home visits to the
clients by the EPSDT outreach worker was more
effective. That is, 33.5 percent said they were
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informed about EPSDT by home visit. Friend's referral
was the next more effective means in that 30 percent
said their friends informed them about the EPSDT
program. Although 33.5 percent was quite below the
federal standard of 95 percent by 61.5 percent, it
seemed the most effective compared with 28.5 percent by
mailing letters, 18 percent by phone call, 11 percent
by newspaper, 10 percent by television, and 8.5 percent
by radio announcement.
These findings were consistent with the review of
the literature that personal contact with the families
in their own homes increased the likelihood of their
children's participation in the program.
Hypothesis three was concerned with the support
services available for the EPSDT eligible children and
families. Support services refers to the official
means through which the agency helps the EPSDT eligible
clients to participate in the EPSDT program. These
include: babysitting arrangements, health education,
transportation, and convenient appointment schedule.
Subjects were asked to assess and/or determine how
effective they feel the support services were.
Based on their responses, the findings revealed
that there was no significant relationship between
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the effectiveness of the EPSDT program and the support
services to the clients. In addition, 132 or 66
percent of the subjects said that the support services
were not effective as distinct from 68 or 34 percent
who said they were effective. These findings were
consistent with the findings in the review of the
literature that in spite of the regulations, there were
no transportation of clients to and from screening and
treatment facilities.
Findings
A total of 200 EPSDT participants were the subjects
of this study. The findings were:
1. Although EPSDT program outreach is the linking
pin for the EPSDT program, little emphasis seemed to be
placed on outreach activities. Concerns were only
placed on screening, diagnosis, and treatment without
noticing the importance of the outreach component of
the program.
2. The rate of broken appointments was high in all
of the four health centers selected for this study.
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3. Records to find out how many appointments were
made and how many were kept were not available.
4. There was substantial evidence of a shortage of
staff to conduct the outreach activities. Out of the
four part-time EPSDT outreach workers for the four
health centers, two worked in rotation to other health
centers from Monday through Wednesday and returned to
their seemingly permanent health center from Thursday
through Friday.
5. There was no transportation of the EPSDT
eligible clients to and from screening facilities or
health centers.
6. Of the four health centers chosen for this
study, only one had babysitting arrangements and these
arrangements were inadequate to accommodate the number
of children that used the center.
7. There was an overlapping jurisdiction whereby
agencies that were supposed to inform the EPSDT
eligible clients delayed Informing on the expectation
that the other agency would take the lead. Eventually,
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all the agencies ended up not doing what they were
supposed to do.
8. Informing was lower than the federal standard
which stipulated that at least 95 percent of the
eligible clients be informed.
9. Telephone calls were not effectively utilized
in the informing aspect.
10. Personal contact with families to inform them
about EPSDT was more effective than mailing letters.
11. EPSDT workers at each of the four centers did
not know, and did not have any way of knowing, the
number of clients expected each month, nor did the
director of the EPSDT program know the number of
clients sent to a particular health center.
Conclusion
The problem studied in this research was the
effectiveness of the EPSDT program outreach in four
health centers in Fulton County, Georgia. A
descriptive survey design was used to determine how
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effective the EPSDT program outreach was to clients in
identifying, informing, and providing support services
to the EPSDT eligible children and families.
Specifically, participants were asked to assess and/or
determine whether or not they felt the EPSDT program
outreach was effective.
A proportionate sample size, based on the number of
the EPSDT eligible clients ascertained from the
Follow-Up cards, was randomly drawn.
The methodology used to collect the data was a
survey questionnaire developed and pre-tested for this
study. Several statistical procedures were used to
analyze the data. The results of the analysis
indicated that the EPSDT program outreach was not
effective. In other words, it appeared the EPSDT
program is not being implemented in such a way to meet
the conditions intended by the legislation that created
the program.
Implications
1. Specifically, strict division of functions
should be followed. Generating a voluminous computer
print-out of names and addresses of the eligible
clients and sending the list to the centers do not
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guarantee the clients' participation in the program.
The agencies responsible for the administration of the
EPSDT program should give serious concern to the
outreach component of the program through coordination
of activities.
2. Adequate recordkeeping of the names, addresses,
phone numbers, date of eligibility, type of screening,
the person performing the screening, diagnosis and
treatment, and whether or not the treatment was
completed should be kept in each health center. Also,
Follow-Up Cards should be numbered in order to provide
the exact number of clients that each health center has.
3. Statistical analysis indicated that 121 or 60.5
percent of the subjects of this study had between two
to four children, while 153 or 76.5 lived in homes
where the mother was the head of the family. That
being the case, adequate babysitting arrangements and
transportation should be made available.
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4. Some consideration should be given to
introduction of a national health policy for all poor
children in the U.S.
5. The services of social workers and
administrators trained in their respective disciplines
should be used.
6. Some consideration should be given to use of
the media for informing the EPSDT potential clients.
7. More outreach staff should be hired on a
full-time basis.
Recommendations for Further Studies
Studies should be conducted to:
1. Compare the EPSDT program outreach in
predominantly white health centers and the
predomonantly black health centers.
2. Compare the means of informing county-wide in
Fulton County.
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3. Evaluate the cost-benefit analysis of the
community organization for the outreach approach.
4. Conduct a retrospective study to compare the
number of EPSDT clients reached before and after the
initiation of the outreach services.
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APPENDIX A
AMENDMENT TO THE CONTRACT BETWEEN THE DEPARTMENT
OF MEDICAL ASSISTANCE (DMA) AND THE
DEPARTMENT OF HUMAN RESOURCES (DHR)
ON THE EPSDT PROGRAM
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AMENDMENT TO AGREEMENT BETWEEN
TOE GEORGIA DEPARTMENT OF MEDICAL ASSISTANCE AND THE
GEORGIA DEPARTMENT OF HUMAN RESOURCES
DATED JULY 1, 1978
The Agreement between the GEORGIA DEPARTMENT OF MEDICAL ASSISTANCE and
the GEORGIA DEPARTMENT OF HUMAN RESCXJRCES effective the first day of July, 1978
is hereby amended.
At Article VII, on page ten of the original Agreement, following subparagraph
B.2.a., there shall be added subparagraph B.2.b, to read:
b. The Division of Mental Health and Mental Retardation agrees to provide
staff to work with both the Medical Care Foundation and with the Office
of Regulatory Services concerning the continuing participation of Divi¬
sion facilities in long term care facilities.
At Article VII, on page twelve of the original Agreanent, following subpara¬
graph B.3.h., there shall be added subparagraph B.3.g., to read:
g. The Division of Mental Health and Mental Retardation agrees to provide
initial and on-going training for staff conducting the program review
for outpatient mental health services (paragraph c. above) and for staff
implementing the Utilization Review Program (peuragraph d. above). The
Division further agrees that a full time psychiatric nurse at the Divi¬
sion level will coordinate euid supervise the i]if>l€snentation of the
procedures listed in paragraph c. and d. above.
IN WITNESS WHEREOF, the parties hereto have caused their hands and seals
to be affixed by their authorized officers as of this day of , 19
GEORGIA DEPARTMENT OF HUMAN RESOURCES GEORGIA DEPARTMENT OF MEDICAL ASSISTANCE
' /
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W?REEMENT FOR ADMINISTRATIVE AND
SUPPORT SERVICES
This agreement between the GEORGIA DEPARTMENT OF MEDICAL ASSISTANCE
(hereinafter called "IMA") and the GEORGIA DEPARTMENT OF HUMAN RESOURCES (here¬
inafter called "DHR”) is made effective the first day of July, 1978.
lilAI
WHEREAS, DMA, by virtue of Act 234, Georgia Law, 1977, is the single
State agency for the State of Georgia (hereinafter called the "State”) for the
administration of the Medical Assistance Program authorized under Title XIX of
the Social Security Act (as amended); and
WHEREAS, DHR administers numerous programs, the operation of which are
directly related to the Georgia Medical Assistance Program; and
WHEREAS, the effective and efficient administration of the Georgia Medical
Assistance Program requires a close coordination and a clear delineation of
responsibilities between DMA and KIR.




The DHR agrees to provide the various support services described in this
Agreement, and the DMA agrees to pay IMl the- appropriate Federal share of the cost
of these services on a quarterly reimfcursanent basis. DHR agrees that the non-
Federal share of such costs shall be borne from State or other funds eligible for
use in meeting such non-federal share. DMA/DHR mutually agree that the level and
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extent of services provided in this Agreement is conditioned upon the avail¬
ability of State appropriated funds to support the non-Federal/share of the
costs of such services. In the event the KOI determines that a service or
activity provided for in this Agreement cannot be performed as required by the
Agreement, a formal written notice will be made by the Conmissioner of the
DHR to the Conmissioner of the DMA. Such notice, to the extent possible, will
provide sufficient time for the DMA to make alternative arrangements for the
provision of the deleted service or activity.
Article II
Coordination
A. Pursuant to the requirements of 42 CFR 451.10, the E41R and the DMA
agree to establish a coordinating conmittee consisting of one (1) monber,either
the Conmissioner, or his designee, from DMA and theConmissioner, or his designee,
from DHR and a representative of each appropriate program division of DHR and 1>IA.
Said ccanmittee shall meet quarterly, or as needed, to review and evaluate the
services provided for in this Agreement, to negotiate necessary amendments to
and/or continuation of this Agreement, and to otherwise meet the requirements
of 42 CFT 451.10.
B. The DMA agrees to provide the following individuals and officers
with all Federal or State regulations, plans, standards, policy memoranda guide¬
lines or other material necessary and pertinent to the provision of the services
outlined in this Agreement. Such material will be provided on a timely basis
and in no case later than seven (7) days after receipt or possession of said
materials by IMA:
Af;sistant Conmissioner for Budget Services
Director, Office of Administrative Services
Director, Office of Administrative Appeals
Director, Office of Regulatory Services
Director, Office of Financial Services
Director, Office of Fraud and Abuse
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Director, Division of Family and Children Services
Director, Division of Public Health
Director, Division of Mental Health euid Mental Retardation
Article III
Safeguarding Information
The DHR agrees to ccanply with Federal and State requirements regarding
safeguarding of information in its possession.
Article IV
Fraud
The DHR agrees to con5:ly with Federal and State requirements regarding
fraud in the Medicaid Program.
Article V
Records and Reports
The DHR agrees to maintain and provide information descriptive of the
services required under this Agreement necessary for
services required under this Agreement necessary for the IMA to meet the reporting
requirements placed on the IMA by the Department of Health, Education, and
Welfare.
Additionally, the EHR agrees to make such information and records
available to the DMA, upon the EMA's proper request, for review and inspection.
Article VI
Financial Data
The DHR agrees to maintain accounting records detailing the cost of per¬
formance of this Agreement, and further agrees that such records will be maintaine
in a manner and format meeting generally accepted accounting principles and the
applicable provisions of 45 CFR Part 74, Administration of Grants. These records
shall detail the cost of administrative and support services required under this
Agreement. Cost of medical services described in this Agreement shall be reim¬
bursed in accordance with this Agreement. These records shall be available for
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examination by Federal and/or State representatives during normal business hours
at the appropriate office of the EHR.
Article VII
Services
The ESiR agrees to provide the services listed in this section. Moreover,
it is mutually agreed upon that should DHR internally reorganize its functional
alignment or should an Executive Order effectuate such change, the function(s)
assigned in this section shall follow to the new organizational ccxnponent.
A. Division of Family and Children Services
f
1. Eligibility Determination
a. The Division of Family and Children Services agrees to determine
initial and continuing eligibility and certify eligibility for groups
covered in the State Title XIX Plan, with the exception of the
Supplemental Security Income (hereinafter called "SSI") recipient.
b. The Division of Family and Children Services agrees to notify each
recipient in the groups covered in the State Title XIX Plan of
certification of Medical Assistance eligibility and/or termination
of this eligibility provided, however, that effective October, 1978
EMA will notify each recipient eligible for SSI of certification of
Medical Assistance eligibility and/or termination of eligibility.
c. The Division of Family and Children Services agrees to issue emergency
Medical Assistance Eligibility Cards to those individuals determined
eligible for SSI by the Social Security Office. The Division of
Family and Children Services further agrees to issue cards to replace
lost and stolen cards.
d. The Division of Family and Children Services agrees to inform, at
the time of determination and redetermination of eligibility, all
eligible recipients, with the exception of SSI recipients, of the
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availability of Medical Assistance services, including EPSDT,
family planning services, and any other Federally mandated service,
and to provide referral services for clients.
e. The Division of Family and Children Services agrees to secure, at
the time of determination and redetermination of eligibility, from
all eligible recipients, except the SSI recipients, assignment of
any third party resources for medical services. The Division of
Family and Children Services will also inform EMA of all recipients
with third party resources.
t
f. The Division of Family and Children Services agrees to determine
eligibility, amount of countable income, and to complete the ra*IA
Form 59 on behalf of recipients in skilled nursing facilities,
intermediate care facilities, and intermediate care facilities
for the mentally retarded.
g. DMA agrees to provide to the Division of Family and Children
Services on a timely basis notification of termination from the
Medical Assistance Program of any skilled nursing facility, inter¬
mediate care facility, and intermediate care facility for the
mentally retarded.
2. Policies and Instructions
a. The Division of Family and Children Services agrees to draft and
implement policy instmctions for Medical Assistance eligibility.
TTiese instructions are to be based upon policy developed by EMA
and are to be submitted to DMA for review and approval before
they are distributed. Modifications in policies will be developed,
as: necessary, based upon Federal or State statutory or regulatory
changes and/or action taken by the Board of Medical Assistance.
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Upon approval of the EMA, the Division of Family and Children
Services agrees to maintain and distribute to its field staff
all implementing instructions. The Division of Family and
Children Services further agrees to provide a current Assistance
Payment Manual and updates to said manual to the DMA. The DMA
is to have the right of prior approval of any amendments pertaining
to Medical Assistance eligibility to this Assistance Payment Manual.
These amendments are distributed to the county offices of the
Division of Family and Children Services.
b. The DMA agrees to provide the Division of Family and Children
Services with copies of all Policies and Procedures Manuals for
the Medical Assistance Programs. DMA further agrees to provide
the Division of Family and Children Services with copies of all
general provider publications.
3. Training
a. The Division of Family and Children Services agrees to provide
training, as appropriate, to the Division's State, District and
local staff. A collaborative arrangement will be made when possible
to include a representative from EMA in the training sessions-
A. Data Systems
a. The Division of Family and Children Services agrees to provide to
the DMA, in a mutually agreed format, records of all individuals
eligible for Medical Assistance services, with the exception of the
SSI eligible, effective October, 1978, as well as status of changes
in eligibility and buy-ins.
5. Medicaid Eligibility Quality Control
a. Tlie Division of Family and Children Services agrees to provide the
I>1A with a copy of the monthly AFDC-QC Sample. The Division of
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Family and Children Services further agrees to provide the I>IA,
monthly, with a list of those cases denied Medical Assistance,
as well as a report of the number of denials.
b. The Division of Family and Children Services agrees to provide
the DMA with a weekly list of completed AFDC-QC reviews.
c. The Division of Family and Children Services agrees to submit
to the DMA information regarding third party resources of the
recipients in the AFDC-QC Sample.
The Division of Family and Children Services further agrees to
t
have those recipients indicating the possession of third resources
sign a release of information form provided by the DMA.
d. The Division of Family and Children Services agrees to make the
AFDC-QC review records available for review by the EMA.
e. The Division of Family and Children Services and the DMA agree
to jointly develop a Corrective Action Plan based on the finding
of the Medical Assistance Quality Control Reviews conpleted by the
im QC staff.
f. The Division of Family and Children Services agrees to inplement
the jointly developed Corrective Action Plan. The Division of
Family and Children Services further agrees to provide the DMA
with a quarterly report on the status of the implementation of
the Corrective Action Plan.
6. Non-Emergency Transportation
a. The Division of Family and Children Services agrees to arrange
for and/or provide non-emergency transportation services to
eligible recipients. The provision of these services shall
include:
1. Purchase of transportation services from comtion
185
carriers (bus, train, plane) and taxi services, not
classified as conmon carriers.
2. Purchase of transportation services by volunteers.
3. Purchase of non-emergency transportation services by
ambulance for trips to doctor's office, nursing home,
institution to institution,public health clinics,
mental health clinics, radiology, etc., or any medically
oriented travel.
4. Provide subsistence for clients away frcxn home foiu:
(4) hours or more, and lodging for medically necessary
out-of-town trips.
b. The Division of Family and Children Services also agrees to contract
with qualified local public and private agencies to provide non-
eicergency transportation services referred to in the previous
paragraph "a."
c. The Division of Family and Children Services further agrees to
coordinate non-emergency transportation services with other case¬
work agencies.
d. Tlje Division of Family and Children Services agrees to determine
eligibility for individuals for this service.
e. The Division of Family and Children Services agrees to provide
the IMV with the name of a liaison to coordinate the administration
of this program.
f. The DMA agrees to provide reimbursement to the Division of Family
and Children Services for non-emergency transportation services
rendered.
g. The EMA agrees to provide reimbursement in accordance with the
policy established by the Board of the EOTA.
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7. Family Planning Services
a. The Division of Family and Children Services agrees to notify and
to explain at the initial contact with a recipient, and at each
subsequent review of the recipient's eligibility, the availability
of family planning services, which will include counseling and pro¬
viding literature. It is expressly understood that this service is
required and is a reimbursable item under Title IV A and is not
reimbursable under this Agreement.
b. The DMA agrees to provide an annual notice to be sent to a^l clients
with the Medical Assistcince Card, concerning the availability of
family planning services.
8. EPSDT Services
a. The Division of Family and Children Services agrees to notify each
eligible client at the point of application and at each redetermina¬
tion of eligibility of the availability of the EPSDT services.
Additionally, the Division of Family and Children Services agrees
to assist eligible clients in making appointments, locating partici¬
pating providers, and arranging for transportation. The Division
of Family and Children Services further agrees to document each
request for service and to provide follow-up and tracking services
for each client to ensure that the eligible recipients receive
screening services, diagnostic services, and treatment services.
St.andards for the provisions of these services are contained in
the Georgia Medical Assistance Program Policies and Procedures
Manual for EPSDT Services. The Division of Family and Children
Services further agrees to coordinate the administration of these
services with other divisions within the DHR.
b. The DMA agrees to send an annual written notification to eligible
recipients advising them of the a'vrailability of EPSDT services.
c. The Division of Family and Children Services and the DMA agree
to name a liaison to assist in the develojxnent of policies and
procedures for the EPSDT Program.
Division of Mental Health and Mental Retardation
1. Inpatient Mental Hospital Services for Eligible Individuals Over Age 65
a. The Division of Mental Health eind Mental Retardation, through its
enrolled hospitals, agrees to provide inpatient mental hospital
f
services in accordance with the Georgia Medical Assistance Program
Policies and Procedures for Inpatient Mental Hospital Services and
the specific Statements of Participation drawn thereunder. Payment
for such services shall be made pursuant to the individual State¬
ments of Participation.
2. Long-Term Care Services
a. The Division of Mental Health and Mental Retardation, through its
enrolled facilities, agrees to provide skilled nursing facility
services, intermediate care facility services, and intermediate
care facility services for the mentally retarded in accordance with
the Policies and Procedures Manual for Nursing Home Services and the
specific Statement of Participation drawn thereunder.
EUR further agrees to transfer to EWA the State matching share for
any payments made for services provided pursuant to the individuals
Statements of Participation.
3. Mental Health Clinic Services
a. The Division of Mental Health and Mental Retardation, through the
outpatient mental health clinics, agrees to provide outpatient
mental health clinic services, and accumulate the information
required to seek reimbursement for mental health services on
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h. DMA will provide DHR copies of all reversals and/or modifica¬
tions of final administrative recommendations of DHR concerning
applicants for Medical Assistance, under Section 12(2) (b) of the
Act, by DMA. Said copies will be mailed to the Chief, Fair
Hearings Unit, at the above address.
E. Division of Public Health
1. Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
a. The Division of Physical Health agrees to administer the screening
t
component of the EPSDT Program as required by 42 CFR 449.10(a)(3)
(iv) in conformity with the Georgia Medical Assistance Program
Policies and Procedures Manual for EPSDT. The administration of
this Program will be accomplished through the health districts and
coordination with the local county health departments to provide
screening services, as defined in the Georgia State Plan for
Medical Assistance (Title XIX) and implementing procedures,
covered under the Georgia State Plan for Medical Assistance and
provided directly by the staff, or local contractual arrangement.
b. The Division of Physical Health further agrees to monitor the
maintenance of records in local health units which document the
services rendered and will work with DMA to develop a mutually
agreeable methodology to document the cost of such services in
accordance with applicable Federal/State lawas and stipulations.
All such records shall be retained for a minimal period of three
(3) years before they may be discarded. However, if a Medical
Assistance audit is performed prior to the expiration of the
three-year period, the records may be discarded after tha audit is
completed, even if this time is prior to'the expiration of the
three-year period
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All such records shall be available for review by proper Federal
and/or State representatives during normal business hours.
c. The Division of Physical Health agrees to abide by the freedom of
choice provision of 42 CFR 449.11 and SRS Program Regulations
40-18 permitting an individual Medicaid recipient to select his or
her qualified provider of covered services, and, upon request and
when necessary, to assist the recipient in locating a qualified
provider for required covered services.
d. The Division of Physical Health agrees to maintain a reporting
I
system of services provided with the Health District and/or local
Health Department.
e. The Division of Physical Health agrees to provide reports at least
annually to the DMA, which document the number of persons served
and the type of referrals given to those individuals.
f. The Division of Physical Health agrees to provide monthly to the
DMA a computer tape in the format prescribed by the DMA of all
completed screens to be used for claims adjudication.
g. The Division of Physical Health agrees to monitor and evaluate the
implementation and utilization of the EPSDT Program and provide
reports to the DMA in a mutually agreeable format.
h. The Division of Physical Health and the DMA agree to name and
provide a liaison to assist in developing policies and procedures
for the health component of the EPSDT Program.
i. The DMA agrees to reimburse the Health Districts on behalf of
county health departments for complete screens. This
reimbursement will be based on a flat rate of $25.00 per completed
screen, or cost, whichever is less. Methods and procedures for
the determination of cost will be developed by DMA and the
Division of Physical Health during the period of this Agreement.
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j. The Division of Physical Health agrees to provide training for
nurses conducting the screening program. DMA will approve the
curriculum for said training and provide the Federal matching
funds. This training will be for a minimum of 200 nurses per year
at no more than $300.00 per nurse.
k. The Division of Physical Health agrees to process the claim forms
and submit a monthly computer report of clients in the format
described by the DMA of all completed services to be used for
claims adjudication. The Division of Physical Health agrees a
f
unit is established for this purpose.
2. Family Planning Services
a. The Division of Physical Health agrees to administer a statewide
program of family planning clinic services which shall Include the
provision of family planning services to eligible recipients.
Services provided to eligible recipients shall include:
1. Initial and annual family planning visits
2. Follow-up family planning visits
3. Provision of family planning supplies
b. The administration of this program shall include the development
of contractual relations with private and governmental family
planning clinics to provide screening services, methods to
document clinical records, and the maintenance of a reporting
system to ensure conformity with the DMA Policy.
c. The Division of Physical Health agrees to submit a monthly
computer tape of clients in the format prescribed by the DMA of
all completed services to be used for claims adjudication.
d. The DMA agrees to provide reimbursement to the Division of
Physical Health for services rendered to' eligible recipients. The
reimbursement shall be established as follows:
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To: Director, Fulton County Departnent of Family and Children Services:
Dear Director:




DATE SIGNATUKE OF MOTHER
SECnCN I - TO BE COMPLETED BY PBOVUKK
Print Mother's Haam Mother's Address
Print Mother's Medicaid Number
Effective Date
Mother's Social Security Number
A Medicaid number for the child named above has not been assigned as of this dace.
When a nuaiber Is assigned, please coaiplece the bottom portion of this letter and
return to the undersigned as soon as possible.
Thank you for your cooperation.
Grady Memorial Hospital
Print Name of Physician Adailnlscrator
80 Butler Street. Atlanta. Ga. 30335
Address
Dace Signature
SECntM H - TO BE COMPLEED BY CCXMTT IgPAB3MEHT
Naiae of Child Child's Medicaid NumbeT
Dace Eligibility Decennlnaclon Hade MonchCs) Eligible
( ) Child Is not eligible
Print Name of Caseworker Telephone Number
Signature of Caseworker Dace
APPENDIX C
LIST OF HEALTH CENTERS AND EPSDT PROVIDERS FOR




FULTON COUNTY HEALTH DEPARTMENT
1 are held In every Health Center, Maternal/Family Planning
Clinics are held In Health Centers designated by •
Health Center Number Address Telephone
‘Adamsvllle 18 3699 Bakers Ferry Rd., S.W. 30331 699-4215
Aldredge 24 99 Butler Street., S.E. 30303 572-2927
Hursing Area IV
Alpharetta 1 95 Academy Street, Alpharetta, GA 30201 475-6501
*Brooks, V). T. 7 1636 Connally Drive., East Point, GA 30344 761-3212
Buckhead 15 465 Pharr Road, HE 30305 233-5315
Center Hill 16 2316 Bankhead Avenue, HW 30318 794-7611
College Park 13 3675 Auditorium Drive, College Park 30337 761-9066
Collins 6 1966 Tribble Drive, N.W. 30318 794-4711
•Falrburn 8 95 Malone Street, Fairburn 30213 964-3034
Hapeville 12 3444 Claire Drive, Hapeville, GA 30054 767-7401
Jere Wells 20 2925 Lakewood Avenue, S.W. 30315 755-1646
*Lakewood 10 1853 Jonesboro Road, S.E. 30315 622-2866
*McGee, Roy 11 406 Lawton Street, S.W. 30310 755-7751
*Nelghborhood Union 21 186 Sunset Avenue, HW, 30314 524-5847
‘Northeast 23 626 Parkway Drive, NE 30308 876-0305
•Northwest Grady/
Rockdale 5 1175 Johnson Road, N.W. 30314 799-1497
•North Fulton 2 181 Strickland Road, Roswell, GA 30075 992-7702
Palmetto 9 179 Roosevelt Highway, Palmetto 30368 463-3533
Red Oak 19 4810 Hiller Road, Red Oak 30272 767-4138
Sandy Springs 3 330 Johnson Ferry Road, NE 30328 255-0712
South Fulton 17 1225 Capitol Avenue, S.W. 30315 523-7728
Techwood 22 430 Techwood Drive, N.W. 30313 881-6495
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INSTRUMENT OF THE STUDY
197
198
Instrument of the Study
This survey is to determine how you feel about the EPSDT program;
and how the program can be improved so that you and your children can
gain from it. Kindly tell me how you feel about the program based on the
following questions. Please choose one answer for each question. Thank
you very much for your time.
Questionnaire ID//: 1-3/
Please check one answer.
1. Residence: County 5/
2. What is your date of birth: / / / / 6-11/
Month Day Year
3. What is your sex? 13/1Male2Female
4. What is your race? 14/
1 Black2White3Other, please indicate
5. How much formal education have you completed? 15-16/
1 - 8th grade or less
2 - some High School
3 - High School
4 - Some College
5 - College Graduate
6. Approximately what is your family's total yearly income? 17/
1 A under $2,000
2 B $3,000 - 4,999
3 C 5,000 - 6,999
4 D 7,000 - 8,999
7. Marital status: 19/
1 single
2 married
3 other, please specify
8. Living arrangement: My family is: 20/
1 single parent family headed by the mother
2 single parent family headed by the father
3 both parents living together
4 others; please indicate
1999.How many child/children do you have 21/1I child22 children33 children44 children
7 others; please indicate
10. How you say your child/children's health is in general?1̂Excellent2̂Good3̂Fair4̂Poor5̂Don' t know
11. How would you rate your general health condition? 23/1̂Excellent2̂Good3̂Fair4Poor
5 Don ' t know
12. One of the reasons why I am participating in the EPSDT program is that, 25/
I received health education from the EPSDT -agencyVoutreach worker.
1 2 3 4 5
SA Agree DA SD DK
13. One of Che reasons why I am participating in the EPSDT program is 26/
chat I was informed by Che EPSDT agency.
1 2 3 4 5
SA Agree DA SD DK
14. I received sufficient information about the EPSDT program. 27/
1 2 3 4 5




15. The purpose of the EPSDT program Is to maintain good health in 28/
children through early detection of health problems.
SA Agree DA SD DK
1 2 3 4 5
16. EPSDT program means the reduction of physical and mental disability 29/
by providing preventive and therapatic services in early ages 0-21.
SA Agree DA SD DK
1 2 3 4 5
17. The goal of the EPSDT program is to bring needed health care to 31/
those in need in their early ages 0-21. V
SA Agree DA SD DK
1 2 3 4 5
18. I believe the EPSDT program is effective in reaching the eligible 32/
children and families.
SA Agree DA SD DK
1 2 3 4 5
19. One of the reasons why I am participating in the EPSDT program 33/
is that, I was identified by the EPSDT agency.
SA Agree DA SD DK
1 2 3 4 5
20. One of thee reasons why I am participating in the EPSDT program 34/
is that, I was identified by the welfare office.
SA Agree DA SD DK
1 2 3 4 5
21. One of the reasons why I am participating in the EPSDT program 35/
is that, I was identified by the social worker.
SA Agree DA SD DK
1 2 3 4 5
One of the reasons why I am participating in the EPSDT program
is that. I/my child was identified by my/hls/her teacher.
SA Agree DA SD DK
1 2 3 4 5
22. 37/
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23. I was informed about
letter in the mail.
the EPSDT program by receiving a 38/
SA Agree DA SD DK
1 2 3 4 5
24. I was Informed about the EPSDT program by receiving a 39/
telephone call from the EPSDT worker.
SA Agree DA SD DK
1 2 3 4 5
25. I was informed about the EPSDT program by a personal visit
to our home by the EPSDT worker.
SA Agree DA SD DK
1 2 3 4 5
26. I was informed about the EPSDT program by a friend who was 41/
on the program.
SA Agree DA SD DK
1 2 3 4 5
27. I read about the EPSDT program in a newspaper 43/
advertisement.
SA Agree DA SD DK
1 2 3 4 5
28. I heard about the EPSDT program by a radio announcement. 44/
SA Agree DA SD DK
1 2 3 4 5
29. I heard about the EPSDT program by a television announcement. 45/
SA Agree DA SD DK
1 2 3 4 5
30. There is adequate babysitting arrangement in my health center 46/
for participants in the EPSDT program.
SA Agree DA SD DK
1 2 3 4 5
31. I have a convenient appointment schedule whenever I go to the 47/
health center.
SA Agree DA SD DK
1 2 3 4 5
32. The EPSDT worker helps me in making the appointment schedule. 49/
SA Agree DA SD DK
1 2 3 4 5
40/
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33. I don't have to wait too long to be seen by a doctor/nurse/ 50/
worker on your appointment day.
SA Agree DA SD DK
1 2 3 4 5
34. The EPSDT program worker gave me instructions on the benefit 51/
of preventive health care such as the EPSDT program.
SA Agree DA SD DK
1 2 3 4 5
35. The EPSDT program worker explained to me what health problem(s) * 52/
could be detected and how treatment could be obtained under '
the EPSDT program.
SA Agree DA SD DK
1 2 3 4 5
36. I was given a list of physicians/dentists from which I can choose 53/
the one nearest to me.
SA Agree DA SD DK
1 2 3 4 5
37. I have dependable means of transport. 55/
SA Agree DA SD DK
1 2 3 4 5
38. Sometimes I could not go to the health center because I could not 56/
afford transportation.
SA Agree DA SD DK
1 2 3 4 5
39. I was told by the EPSDT program outreach worker that I could 57/
get a bus fare if I requested for it.
SA Agree DA SD DK
1 2 3 4 5
40. I would prefer a case worker to give me a ride to and from 58/
the health center.
SA Agree DA SD DK
1 2 3 4 5
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Dr. William El sea
Comni ssioner
Fulton County Department of Health
99 Butler Street, S.E.
Atlanta, Georgia 30303
Dear Comnissioner Elsea:
As dissertation advisor for Mr. Bassey Ekpono who is pursuing his doctorate
in Social Work Planning, Administration and Social Science at Atlanta
University, I write to request your support and assistance with Mr. Ekpono's
research project.
It is his intent to evaluate the effects of the EPSDT Program in Fulton
County between 1984 and 1986 and he will therefore need access and permission
to use the list of all AFDC eligible children in Fulton County between 1984-
1986 from which to draw his sample. The specific title of his research is
"Factors which Contribute to a Good Quality of Health Index: The Case of
the Effects of EPSDT on AFDC Eligible Children in Fulton County."
Whatever safe guards to confidentiality which currently exist via Fulton
County Policy will be strictly observed. Within several days after your
receipt of this letter, Mr. Ekpono will be in touch with you for follow-up.
I appreciate sincerely your cooperation in this regard.
Professor
CCB/crk
















99 Butler Street, S.E.
Atlanta, GA 30303
Dear Mr. Ricks:
I am the supervisor to a research project on the EFSDT
Program, which is being conducted by Mr. Bassey Ekpono, a
Ph.D. intern with the Black Family Project, Inc. I am
therefore writing to request permission for Mr. Ekpono to
use the list of all the EPSDT eligible children in Fulton
County from which he is to draw a sample.
The research period is limited to twelve (12) weeks, as such
your prompt approval will be highly appreciated.
Sincerely,
Mamie R. Darlington
Project Director
MRD/jo
